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A Primer of Medicine 


—An Introduction to Clinical Neurology, 

Alimentary, Respiratory and Cardiovascular Diseases 

By M. H. PAPPWoRTH, M.D., M.R.C.P. 260 pages. Price 32s. 6d. 
The clinician must always be concerned primarily with facts and secondly only with 
theories, and the author of this new work stresses that it is impossible to be a 
clinician without possessing wide factual knowledge. Based on his M.R.C.P. (London) 
course, this is a book of basic facts with the emphasis on good history-taking and the 
identification and interpretation of physical signs. 


Chronic Bronchitis 


By Trevor H. Howe, M.R.c.P.(ED.) 119 pages. 26 illustrations. 2 plates. 
Price 17s. 6d. 
Out of his long and special study, the author describes the result of his own investigations 
into the cause and management of chronic bronchial spasm and of heart failure due to 


emphysema. 

The essentially practical approach of the book, its emphasis on up-to-date treatment and 
the many illustrative case Siecostes it provides, make Chronic Bronchitis a guide to which 
the general practitioner will turn for assistance in the many difficulties which this common 


disease presents. 


The Management of Bronchial Asthma 


—A Guide to Treatment 

By Herpert G. J. HERXHEIMER, M.D., L.R.C.P., L.R.C.S. L.R.F.P.S. 130 pages. 

16 illustrations. Price 22s. 6d. 
The symptoms of bronchial asthma, one of the most variable diseases known, present a 
different picture in every patient. Successful treatment depends very much on the indi- 
vidual case and with the advent of the antihistamines and the study of allergic phenomena 
new avenues of treatment have opened up, while the discovery of ACTH and its effect 
is another promising achievement. The author has drawn on his vast experience to 
present the technical details of methods of management of this common, often 
unpredictable disease. 


The Health of the Elderly at Home 


By WiLLiAM Hopson, B.SC., M.D., D.P.H., and JOHN PEMBERTON, M.D., M.R.C.P. 
250 pages. 12 illustrations. 82 tables. Price 3s. 
This work constitutes the most exhaustive survey of the social, medical and dietary 
aspects of the home living conditions of a representative group of elderly people. The 
value of the statistical data—radiological, dental, ophthalmic, biochemical, haematological 
and social—is hardly to be over-estimated. 


Modern Trends in Geriatrics 


Edited by WitLtiAM Hopson, B.SC., M.D., D.P.H. 460 pages. 74 illustrations. 

Price 72s. 6d. 
Since the end of the war, the medical attitude to the problems of the elderly has consider- 
ably changed and their care has become a matter of increasing urgency with the lengthenin 
of the life span. This book reviews the whole subject in the light of the poe mer vee 
physiological and pathological features peculiar to the elderly and presents the results 
of a vast amount of recent research and investigation on both si of the Atlantic. 
Nutrition, psychology, skin and respiratory conditions, orthopaedics, hospital care, 
gynaecological and surgical problems—these are a few of the subjects covered in this most 
practical 


Fully descriptive leaflets on these books available, post free, from: 
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University Press 


Clinical Neurology 
SIR RUSSELL BRAIN, Bt. 


Although this book has much in common with the author’s larger work Diseases 
of the Nervous System it is not an abridged version of it: it is written with a different 
aim and a different plan. It is intended particularly for those doctors and students 
who need to know only the essentials of neurology, but to know them thoroughly. 
The approach is essentially clinical, the basic anatomy and physiology that are 
essential for a full understanding of the symptoms and signs of each disorder 
being presented in concise explanatory sections that precede the clinical 
descriptions. 

No attempt has been made to deal comprehensively with all nervous diseases. 
Instead full accounts have been given of the common disorders and most of the 
rarer ones omitted. 


The text is divided into five parts: 
PART I DISORDERS OF FUNCTION: SYMPTOMS AND SIGNS 
PART II DISORDERS OF ANATOMICAL REGIONS 
PART III INFECTIONS 
PART IV DIFFUSE AND SYSTEMIC DISORDERS 
PART V PSYCHOLOGICAL DISORDERS 


An innovation in a clinical book is the use of the new anatomical nomenclature 
(P.N.A.) adopted at the Sixth International Congress of Anatomists in Paris in 
1955 and revised at a similar congress in New York in 1960. With very few excep- 
tions this nomenclature has been used throughout the text and a fairly full glossary 
has been included at the end of the book for those who are not yet familiar with 
this nomenclature. 

The book is fully illustrated by 96 text figures and plates, nearly all of them new 
for this book, and a select list of references is given for each clinical condition 
described. 


408 pages (Just Published) 38s. net 





ANNOUNCEMENTS 








Oxford University Press 


Major Endocrine Disorders 


S. LEONARD SIMPSON ) ruairep EDITION with the collaboration of 
A. STUART MASON and G. I. M. SWYER 


A comprehensive yet concise account is given of all the major endocrine disorders likely to be 
encountered by consultant physicians arid general practitioners. The clinical accounts are 
prefaced by an introductory section, for each cndocrine gland in turn, giving all relevant 
information on the physiology and chemistry of the gland. This will enable both the methods 
and the interpretation of modern laboratory investigations and hormone assays to be under- 
stood and therefore capable of being used as valuable aids to clinical judgement. 

468 pages 55 illustrations 50s. net 


Diagnosis in Locomotor Disorders 
KENNETH STONE 


An invaluable guide to the differential diagnosis of diseases that may present as a disorder of 
the locomotor system, which here includes the limbs, neck, back, thorax, groin and buttock, 
grouped under sixteen main headings such as aching, muscular atrophy, cramp, colour 
changes, deformities, involuntary movements, edema, paresthesia, spasticity, etc. 

224 pages 53 illustrations 25s. net 


Antibiotic and Sulphonamide Treatment 
A. R. ANSCOMBE, D. B. BROWN and D. M. DAVIES 
Edited by M. E. FLOREY | 


A concise and practical guide to the clinical use of antibiotics that gives an unbiased account 
of sound, present-day practice based on methods that have been fully tried and proved. 


160 pages 10s. 6d. net 


A Clinical Introduction to Heart Disease 
CRIGHTON BRAMWELL 


This book has been written specially for general practitioners and senior students who intend 
to enter general practice. No attempt has been made to cover the whole field of cardiology: 
instead, Professor Bramwell has paid particular attention to those problems in which—based 
on his own wide experience—the general practitioner most needs help. His aim throughout 
has been to discuss the diagnosis, treatment and prognosis of patients with heart disease in 
their own homes, by their own family doctor, and nearly all the methods given can be carried 
out without special equipment or hospital facilities. A valuable feature is the series of case 
histories—fully illustrated by X-rays and electrocardiographic tracings—that accompany 
nearly every condition described. 

238 pages 62 illustrations 21s. net 
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THE MENTALLY 
SUBNORMAL 
The Social Casework Approach 


Edited by Margaret Adams, B.A. 


The aims of this work are to outline the 
different types of social problem and difficulty 
in adjustment to normal life which arise out of 
mental subnormality and to indicate how 
these may be mitigated or overcome by wel- 
fare and training services based on social 
casework principles. 

288 pages. 25s. net 


GOOD ENGLISH FOR 
MEDICAL WRITERS 


By Ffrangcon Reberts, M.D. 
(author of MEDICAL TERMS: Their Origin 
and Construction) 


This book will be important reading for all 
concerned with writing theses, articles, reports 
and books on medical subjects. 


192 pages. 17s. 6d. nat 


New Second Edition 
BLOOD TRANSFUSION: 


A Guide to the Practice of Transfusion Within 
Hospitals 


G. Discombe, M.D., B.Sc. 


“ Remains a succinct and properly dogmatic 

e knowledge tech- 

ique, organisation, and pitfalls that every 
pen rot ought to possess."’"—The Lancet. 


64 pages. Paper covers. 6s. net 





AN INTRODUCTION TO 


HUMAN BLOOD GROUPS 
Fulton Roberts, M.D. 

“ This book can be fidently re ded 
to those seeking a sound basic inoutodes of 
blood-groups but having neither the time 
nor the inclination to explore the larger 
volumes filled with curious symbols.” — 
The Lancet. 

96 pages. 9s. 6d. net 


CHILDREN 
FOR THE CHILDLESS 


Edited by Morris Fishbein, M.D. 

This is a concise I of the dical, 
scientific and legal facts of fertility, sterility, 
heredity and adoption. Originally pub- 
lished in America, the book has been adapted 
and edited for the hy vt- reader by john 
Staliworthy, F.R.C.S. 

233 pages. iliustrated. " 1as. 6d. net 
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SURGERY OF THE ACUTE ABDOMEN 
By JOHN A. SHEPHERD, V.R.D., M.D., M.Ch., 
F.R.C.S.Ed. 
1,238 pages. 104 illustrations. £5 

CANCER OF THE RECTUM 
Edited by CUTHBERT E. DUKES, 0.8.£., M.D., 
M.Sc., F.R.C.S. 
317 pages. 94 illustrations 50s. 

CONGENITAL DEFORMITIES 
By GAVIN C. GORDON, ™.B., 
136 pages. 149 illustrations 


F.R.C.S.E 
37s. 6d. 


a hn OF HOME ACCIDENTS IN 
ABERDE 

By IAN 1g G. MACQUEEN, M.A., M.D., D.P.H., 

F.R.S.H. 

108 pages. 10 illustrations. 12s. 6d 
TRANSACTIONS OF THE 
NATIONAL SOCIETY OF 
SURGEONS 
Second Congress, London, 1959 

Edited by A. B. WALLACE, M.Sc., 

614 pages. 1,545 illustrations 


INTER- 
PLASTIC 


F.R.C.S.Ed 
£4 10s. 
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DISEASE IN INFANCY AND 
CHILDHOOD 
Third a. By RICHARD W. B. ELLIS, 
O.B.E., M.A., M.D., F.R.C.P. 


722 pages. 328 illustrations. 55s. 


CELL AND TISSUE CULTURE 
Second Edition. By JOHN PAUL, M.B., Ch.B., 
Ph.D., M.R.C.P.(Ed.) 
324 pages. 129 illustrations. 32s. 6d. 


ESSENTIALS OF MEDICINE FOR DENTAL 
STUDENTS 


By A. C. KENNEDY, ™.D., F.R.C.P.E., F.R.F.P.S. 
280 pages. 65 illustrations. 25s. 


FROM GIRLHOOD TO WOMANHOOD 
By ALBERT SHARMAN, ™.D., D.Sc., Ph.D., 
F.R.C.0.G. 

80 pages és. 


ANTISERA, TOXOIDS, VACCINES AND 
TUBERCULINS IN PROPHYLAXIS AND 
TREATMENT 
Fifth Edition. By H, J. PARISH, M.D., F.R.C.P.E., 
D.P.H., and D. A. CANNON, 0.8.£., M.B., 
B.Sc., D.T.M. & H. 


296 pages. 56 illustrations. 37s. 6d. 
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++ NEW BOOKS for CHRISTMAS GIFTS ++ 


THE PRACTICE OF MEDICINE 
Edited by Sir JOHN RICHARDSON, M.V.0., M.A., M.D., F.R.C.P. 


THE HEALTH OF THE COMMUNITY 
Principles of Public Health for Practitioners and 


New (Second) Edition 
87 Illustrations 


THE QUEEN CHARLOTTE’S TEXTBOOK 
OF OBSTETRICS 


Just Published 
37s. 6d. 


New (Tenth) Edition. By Members of the Clinical 
Staff of the Hospital. 
4 Col. Plates and 240 Text-Figures 50s. 


VALVULAR DISEASE OF THE HEART IN 
OLD AGE 
By P. D. BEDFORD, M.D., M.R.C.P., 
CAIRD, D.M., M.R.C.P. 
38 Illustrations. 30s. 


PROCEEDINGS OF THE PNEUMOCONIOSIS 
CONFERENCE. 1959 
Edited by A. 2 ORENSTEIN, C.B., C.M.G., C.B.E., 
M.D. DSc, F R.C.P. 


150 Pacem. Just Ready. 120s. 


A SHORT TEXTBOOK OF enc 4 
New (Seventh) — By G. F. GIBBERD, ™.B., 
M.S., F.R.C.S., F.R.C.0.G. 
200 en tom 3s. 


and F i 


New (Second) Edition. 
TON, M.A., M.D., M.R.C.P., 


CLINICAL PHARMACOLOGY 
By D. R. LAURENCE, M.D., M.R.C.P., 
MOULTON, M.B 


CLINICAL DISORDERS OF THE 
PULMONARY CIRCULATION 
Edited by RAYMOND DALEY, ™.A., M.D., F.R.C.P., 
J. F. GOODWIN, vy te F.R.C.P., and R. E. STEINER. 
M.D., M.R.C.P., FF 
133 lilustrations. 75s. 


ANTENATAL AND POSTNATAL CARE 
New (Ninth) Edition. By F. J. BROWNE, M.D., 
D.Sc., F.R.C.S.(Ed.), F.R.C.0.G., and J. C. MeCLURE 
BROWNE, ™.B., B.S., F.R.C.S.(Ed.), F.R.C.0.G. 
71 Ulustrations. 


Students 
c. a nnn” 4 


and R. 
32s. 


THE NEWBORN CHILD 


A New Book 


By DAVID G. VULLIAMY, M.D., M.R.C.P. 
30 iMustrations. 


Ready shortly 
About 15s. 


Latest ‘Recent Advances’ 


New (Third) Edition. 


TROPICAL MEDICINE 


15 Illustrations. 50s. 


By Sir NEIL HAMILTON FAIRLEY, K.B.E., F.R.S., M.D., F.R.C.P., D.T. 


A. W. WOODRUFF, M.D. F.R.C.P , D.T.M. & H., 


PATHOLOGY 

New (Seventh) Edition. 

Edited by C. V. HARRISON, M.D. 

140 IMlustrations 48s. 


M.&H., 
and J. H. WALTERS, M.D., FRCP. 
HUMAN GENETICS 
Edited by LIONEL PENROSE, M.A., M.D., F.R.S., 
with the assistance of HELEN LANG BROWN. 
13 WMustrations. 27s. 6d. 





J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 
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Grune €& Stratton Publications 


MENTAL RETARDATION 
Proceedings of the First International Conference at Portland, Maine, U.S.A. 
Edited by P. W. BOWMAN, M.D., and H. V. MAUTNER, M.D. 


Gx6 530 pages 


Fully illustrated 88s. net. 


DIVERTICULITIS 


By S. M. JORDAN, M.D., and R. S. BOLES, M.D. 


84 x 54 96 pages 


PSEUDOMONAS AERUGINOSA INFECTIONS 
By CLAUDE E. FORKNER, M.D., 


84 x 54 112 pages 


THE OUT PATIENT TREATMENT OF SCHIZOPHRENIA 
Edited by S. C. SCHER and H. R. DAVIS 
256 pages 
DIAGNOSTIC ROENTGENOLOGY OF THE DIGESTIVE 
TRACT WITHOUT CONTRAST MEDIA 
By B. S. WOLF, M.D., M.T. KHILNANI, M.B., and A. LAUTKIN, M.D., 


9x 6 


10 x 7 180 pages 


PROJECTIVE TECHNIQUES WITH CHILDREN 
Edited by A. I. RABIN and M. R. HANORTH 
pages 


15-16 Queen Street, London, W.1 


10x 7 


15 illustrations 34s. net. 


37s. 6d. net. 


23 illustrations 


41s. net. 








245 illustrations 62s. net. 


83s. net. 





Aowwiltioar? 


- ++ the world is your oyster with an 


. v7. ~ 
&e | i) 


RECEIVER 


With an Eddystone Receiver the world’s 
radio is at your fingertips. A touch of the 
delightfully smooth tuning control and you 
can choose Pekin, Moscow, Hong Kong, 
Brisbane,{Rio de Janeiro, leap with effort- 
less ease over continents, and oceans. 
Write or call today 

for full details 

of this magnificent 

equipment. 


Eddystone “680X” 
(illustrated) 
£140 


A.C. Mains 


A.C. or D.C. Mains 
London's Main Eddystone Agents: 


WEBB’S RADIO 


14 Soho Street - Oxford Street - London W.! 
Phone : GERrard 2089 





THE WORLD’S GREATEST 
BOOKSHOP 


P "FOR BOOKS*+ 


Famed Centre for 
MEDICAL BOOKS 


@A bookshop such as booklovers 
dream of. There is no other 
bookshop, anywhere, to compare 
with Foyles. e 
—A Customer’s Letter 
119-125, CHARING CROSS ROAD 
LONDON, W.C.2 


Gerrard 5660 (20 lines) Open 9-6 (inc. Sats.) 


(Two minutes from Tottenham Court Road 
Station) 
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GENERAL AND CARDIAC SEDATIVE 


NATISEDINE 


Tablets 0.1 gm. Phenylethylbarbiturate of Quinidine 
(Bottles of 20 and dispensing packs of 100) 


INDICATIONS 


Anxiety states - Insomnia - Nervousness - Distress 
Palpitation - Premature beats. 
Cases resistant to other sedatives. 


LABORATORY NATIVELLE Led. 
74-77 White Lion St., LONDON, N.| 18-19 Temple Bar, DUBLIN 














He An adequate diet plays a considerable part 
Nutrition in maintaining the health and vitality of the 


in elderly. Although this fact is well known, 
malnutrition tends to be more prevalent 
: : in the higher age groups, as physical and 
Geriatrics economic factors may restrict the choice of 
food and render preparation and cooking 

troublesome. 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 
with Marmite are very popular with old 
people who appreciate the piquant flavour. MARMITE 
Appetising drinks can also be quickly made 
yeast extract 


by stirring Marmite into boiling water or 


hot milk. contains 
Riboflavin (vitamin B,) 1.5 mg. per oz 


Niacin (nicotinic acid) 16.5 mg, per oz 
MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 
Literature on request =P 
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LESTREFLEX 

VENTILATED SPREAD 

and the ambulatory treatment 

of ulcers of the leg. 

Lestreflex bandages 

have proved s 

consistently effective. ta 

Continuous even wed 

pressure disperses ‘lows 

swelling, flattens 

varicose veins, 

reduces size of ulcer. 

Protection by bandage 

prevents re-infection. 

No. 1 29/7/59 

Seen at Hospital 

Dermatological 

Department. 

Treatment: Daizo- 

band No. 20 

Bandage and 

Lestreflex Elastic 

Diachylon Band- 

age Ventilated 

Spread. Bandages 

changed weekly. 

No. 2 19/8/59 

Seen again. 

Greatly improved 

Same treatment 

continued. 

No. 3 11/9/59 

Uicer healed. 

Patient discharged 

from Out-Patients’ 

Department. 

DALZOBAND 

ZINC PASTE BANDAGE 

For the rare occasions when 

sensitivity reactions occur 

with Lest x, Dalzoband is 

+ ma ae as overlay. 

No.2 Zinc Paste Medicament. 
Zinc Paste and 
ichthammol 2°. 


Zinc Paste with "urethane 2% 
and ichthammo! 
Zinc Paste with urethane 2% 
and calamine 5. pie! 
Zinc Paste with coal tar 3% 
Ne. 20 Zinc Paste with iodochiorohydroxy- 
quinoline 1%. 


the above bandages available on E.C.10. 


DALMAS 


Samples and literature from: 
DALMAS LTD. JUNIOR STREET, LEICESTER 








THE 

SAFEST 

AND BEST 
PREPARATION 
OF 

OPIUM 





Nepenthe holds pride of piace 
among the many preparations of 
Opium produced over the last 100 
years. Containing al! the constit- 
vents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is constantly effective over 
long periods. 

At the request of many doctors, 
Nepenthe has been produced as a 
sterile solution for parenteral in- 
jection, and both oral and sterile 
solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. bocties and for in- 
jection in $ oz. rubber - capped 
bottles, sterile, ready for use. 


FERRIS & CO LTD. BRISTOL, 





Telepr 


TONALIX - MIST. TUSSINFANS 
SEDRESOL OINTMENT - SYROTUS 
SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 





Peptic discomfort? 


alos 


Pleasant-tasting, buffered 
antacid by Benger 


Aluphos is a trade mark 
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Teaching Emphysema Patients 
Diaphragmatic Breathing 


SPENCER'S GORDON-BARACH SUPPORT CAN HELP! 


It visually demonstrates to the patient whether or not his 
diaphragmatic breathing technique is correct. 

It strengthens abdominal muscles through exercise—thereby making 
the practice of diaphragmatic breathing more instinctive. 

Expiratory ventilation of lungs is improved by the recoil-type 
thrust of the springs during exhalation. 

















The Gordon-Barach Support is an adjunct to diaphragmatic breathing. 
Special steel springs incorporated into the abdominal pad are 
compressed during inhalation when abdominal muscles are properly 
used. Increased tension of these compressed springs aids expiratory 
ventilation. 


For further information write to:- 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of SURGICAL & ORTHOPAEDIC SUPPORTS 


Spencer House, Banbury, Oxfordshire . Tel. 2265 


LONDON OFFICE: 2 South Audley Street, W.1 Tel. GROsvenor 4292 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY, SPENCER (SURGICAL SUPPLIES) LIMITED 
Trained Retailer-Fitters resident throughout the Kingdom. Name and address 
of nearest Fitter supplied on request 
Copyright 
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SEDATION 
QUIETN 





ESS 


Detoxicated phenobarbitone, 
provides the best anti-tensive 
whenever a sedative 

or tranquillizer is required. 


There is no hangover or depression 
with Parabal. 


Basic N.H.S. cost 50 tablets for 2/9. 


Samples and literature on request. 


West Pharmaceutical Company Limited 
9 Palmeira Mansions Church Road Hove 3 Sussex 
Telephone: Hove 7722/56 
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Dosulfin’ 


Ps 


ANNOUNCEMENTS 


Geigy 


3 times a day control of Upper 
Respiratory Tract infections with Dosuifin 


Therapeutically effective Dosulfin 
blood levels achieved within 2 hours 
of initial administration. 


Tablets of 0.75 G containing equal parts 
of Sulphaproxyline and Sulphamerazine. 
Also availabie in the form of a 

10°, Suspension in Syrup. 


Adult Dosage Morning Mid-day Evening 
No. of tablets 

Ist day 2 

2nd day 1 

3rd day 1 

4th day onwards 1 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23. 
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for wig 
sore throat 


that disturb 
but do not endanger 


TYROZETS 


— the pleasantly flavoured throat lozenges with depend- 
able antibiotic and anaesthetic action. They help 
recovery without sensitising the patient to antibiotics 
that may be needed to treat serious systemic infections. 


‘TYROZETS’ lozenges, each containing tyrothricin 
1 mg. and benzocaine 5 mg., are supplied in tubes of 12. 
Economy is a prime virtue of ‘TYROZETS’; the United 
Kingdom N.H.S. basic cost of 12 lozenges is only Is. 8d. 


Mods tn Bngiend by 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS CO.) 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


“This new method of the 
administration of antacids (Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade.” 


PROC. ROY. 80C. MED., December, 1958, 51, 1063 


N ULACIN tablets, when allowed 
to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat 
ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 





yritivyiiiit 
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The safety and effectiveness of 
Nulacin therapy has been proven 
by “in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic a Med, Times, 
January, 1958, 

Antacids, Phe Proctitioner, '» January, 
1957; — oy 

Antacids in peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
_ Jj. Gastro., December, 1956, 


26, 
Arnbulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
a 
Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 
Clinical Investigation into the Action 
of Antacids, The Piactitioner, July, 
1954, 173, 46 
Further — on the Reduction 
of Gastric Acidity, Brit, 
Med. j., pid 
1954, I, 163-104 
Contro! astric Acid- 
ity by a “len Way of 
Antacid Administration, 
j. Lab. & Clin. Med., 
1953s 0 955 
The Effect on Gastric 
Aadity of “Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.HLS. price of the 25 tablet tube is 2/-. 


Further information is available from: 


HORLICKS LIMITED . PHARMACEUTICAL DIVISION 


SLOUGH - BUCKS 











THE PRACTITIONER 








A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY : 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
for Women FlJastic Yarn, Scholl. 


(virtually invisible under usual hose) 





Generally preferv:2 Below-knee Stockings, 
for Mes Elastic Yarn, Scholl. 
(non-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 
For Women  (Full-footed) 


These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, 
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ANTIBIOTIC THROAT PASTILLES 


For the first time a pastille is available for 
infections of the mouth and throat contain- 
ing a powerful locally acting antibiotic and 
a bactericidal wetting agent. 


* NYCET Pastilles dissolve slowly in the mouth 

and thus allow essential contact between the 
constituents and the inflamed mucosa. 
NYCETS are non-toxic—no anaesthetic 
materials are contained. 
NYCET Pastilles can be used to reduce the 
tendency to secondary infections of the com- 
mon cold by decreasing the virulence of 
pharyngeal organisms. 


NYCETS are pleasantly flavoured and may 
be prescribed with complete safety for child- 
ren and adults. 


FORMULA 

Each NYCET Pastilie contains 
—Tyrothricin 1.0 mg 

Cety! Pyridinium Chioride 2.5 mg 


Basic N.H.S. price 1/8d 


Each pack contains 
12 pastilies 
ndividually wrapped 
in foil strip 


sample available on request 
Ethical Division 
POTTER & CLARKE LTD., Baring, Essex 





SEARLE 


the first specific 
aldosterone-blocking agent 


Aldactone 


The new therapeutic principle embodied By blocking the effect 
in thie drug effectively extends control of aldosterone which 
of oedema and ascites in congestive heart is the major cause of 
failure, hepatic cirrhosis, the nephrotic —tesistance to diuretics, 


syndrome and idiopathic oedema. and because of its dif- 
ferent site and mode 


Aldactone provides satisfac- of action Aldactone has 
tory relief of resistant orf a true and highly syn- 
sanced oedema sven whed cegiatic activity “when 

atl used with a mercurial 


combination, are ineffective or 


are only partially effective. ot thiazide diuretic. 


What physicians may expect of Aldactone 


It is fully expected that Aldactone § When Aldactone is used i ina compre- 
will change present medical concepts _ hensive therapeutic regimen, which 
of therapeutic limitations in the manage- _includes a mercurial or a thiazide 
ment of oedema. Many patients living diuretic, a satisfactory diuresis and 
in a greater or lesser state of oede- __ relief of oedema may be expected in 
matous invalidism can now be oedema- approximately 8s per cent of oede- 
free. To others, gravely ill, Aldactone matous patients who would not 
will be life-saving. otherwise respond. 


mae Aldactone is supplied as compres- 


Tid see 1957, ta, 1015, sion-coated yellow tablets of 100 mg. 


Lancet, 1958, 2, 1084. 
Arch. Int. Med., 1958, roa, 998. 
Lancet, 1959, 1, 127. 


HIGH WYCOMBE BUCKS. SEARLE 
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Rapid relief this winter for 


Chilblains 
Coughs 


ADAPRIN Tablets for Chilblains 


Among predisposing factors to chilblains are assumed to be defective peripheral 
circulation and diminished coagulability of the blood. Each Adaprin tablet contains 
nicotinamide (50 mg.) and acetomenaphthone (10 mg.) as the logical drugs to coun- 
teract these defects. Nicotinamide is preferred to nicotinic acid because of the un- 
pleasant symptoms of rapid vasodilatation associated with the latter compound. 
Adaprin is non-toxic and may safely be given to children and adults for long periods 
for prevention. Relief from existing chilblains may be expected in a few days. In 
containers of 25, 100 and 500 tablets. 


PAVACOL Syrup and Pastilles for Coughs 


Pavacol Syrup (Improved Formula)—a distinctively flavoured cough remedy contain- 
ing papaverine and pholcodine. Papaverine relaxes the bronchi by direct action. 
Pholcodine, the new ingredient, is a central cough suppressant which is as effective 
as heroin (diamorphine), but without the disadvantages of that dangerous drug. 
Pholcodine is much less toxic even than codeine, and it does not cause constipation. 
Pavacol Syrup anc Pavacol Diabetic Syrup are supplied in bottles of 4, 16 and 80 ozs. 





Pavacol Pastilles—contain the powerful, wide-range, quaternary ammonium anti- 
septic, Octaphen, together with antitussive compounds, papaverine and codeine, and 
the demulcents and volatile oils present in Pavacol Syrup. For the prophylaxis and 
treatment of bacterial and fungal infections of the mouth and throat—and for the 
symptomatic treatment of cough. Supplied in tins of 24 pastilles. 


Further information and samples available on request from: 


WARD, BLENKINSOP & CO. LTD. 
FULTON HOUSE - EMPIRE WAY - WEMBLEY - MIDDLESEX 
Telephone: Wembley 8686 Grams: Duochem Wembley 
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TRADE MARK 
PENICILLIN V (POTASSIUM SALT) 


invaluable in 

BRONCHITIS 
and many other 
winter ailments 





1gen Tablets cach 300 mg. In 
packs of 12, 100 and 500. Basic 
N.H.S. cost (3 tablets) 2/7}d. per 
day. 


idigen Syrup Each teaspoonful 
(5 ml.) contains 150 mg. In bottles 
of 30 and 60 ml. Basic N.HLS. cost 
10/74d. for 12 doses of 150 mg. 


THEN NiGHTLY SINGS ; 38 
& THE STARING OWL WN XK 
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IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
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GASTRIC ACID 4@i. © * 
SECRETION (@ieiiiae 
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NACTON 


REGD. TRADE MARK 


NACTON GIVES RELIEF FROM PAIN IN 
PEPTIC ULCER AND HYPERACIDITY 


* 50%—75% reduction of gastric acid secretion 
* Activity prolonged for as much as 8 hours 
* Selective action 

* No disturbing side effects 


Each Nacton tablet con!ains 2 mg. of (1-methyl-2- 
pyrrolidy!) methy! benzilate methylmethosu/phate. 


he NACTON is a product of British Research 

eas at BEECHAM RESEARCH Laboratories Ltd. 
@3% 
Brentford, England 
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Nothing 
ok 


too much for your little boy. How fast he grows—perhaps too 

fast for you. But you are sensible. You teach him to 
follow your example. You give him hot Horlicks every 
night at bedtime because you know that it helps to 
bring him the sound sleep that he needs. 

Every day he gets bigger, stronger; and before you 
realize what is happening he is ‘‘grown up.”’ 

Horlicks is part of a mother’s love. Unworried, you 
can watch him grow in health and happiness. Your 
child’s trust is in you. 


HORLICKS 


THE DRINK THAT EVERY CHILD DESERVES 


Now also available in chocolate flavour 





ANNOUNCEMENTS 








falapen 


fast long-acting penicillin tablets 


effective, convenient & inexpensive penicillin 


therapy consists, quite simply, of one 


‘Falapen’ tablet every twelve hours at a 
total datly cost of less than Is. 2d. 

May we send you a copy of our Standard 
Publication on ‘ Falapen’? It contains 
much more information than can be 


put into a journal advertisement. 


DUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 


DUNCAN, FLOCKHART & CO. LTD. EDINBURGH 11 
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eters 
Sassen. 


DIHYDROXYPROPYL-THEOPHYLLINE 
AN IMPROVED THEOPHYLLINE THERAPY 


SILBEPHYLLINE 


introduces 
several important 
advances over 
conventional 
aminophylline 
therapy: 


ADVANTAGES: 


Intramuscular injections are PAINLESS. 


Tablets do NOT produce nausea or gastric irritation. 


Suppositories do NOT give rise to proctitis. 


SILBEPHYLLINE 


is a derivative of theophylline 
which has a therapeutic 
activity comparable with 
aminophylline but without 
unpleasant side effects. 


Samples and literature available on request 


SILTEN LTD - SILTEN HOUSE 


Left ventricular failure. 
Congestive cardiac failure. 
Bronchial asthma. 


PACKINGS: 


Ampoules: boxes of 6 and 50. 
Suppositories: boxes of 6 and 50. 
Tablets: packs of 24 and 100. 


eeoecssed 





HATFIELD - HERTS 





RELEASE FRU 














The only COMPLETE nasal spray which 
contains thonzonium—the outstandingly 
effective mucolytic. 

In nasal congestion arising from colds, ‘flu, 
sinusitis, rhinitis, or any other source, Bio- 
mydrin provides swift, safe, soothing release 
... and a comprehensive treatment that does 
more than decongestants alone can do. 


All nasal sprays have a DECONGESTANT : 

Biomydrin contains phenylephrine, a widely used vaso- 
constrictor in a safe concentration (only 0.25%) which 
improves ventilation and facilitates adequate drainage. 


Most nasal sprays have an ANTIBIOTIC: 
Biomydrin contains a combination of neomycin and 
gramicidin giving broad bactericidal action against most 
of the common organisms in rhinitis and sinusitis 
Neither antibiotic is used systemically. 


Some nasal sprays have an ANTIHISTAMINIC: 
Biomydrin contains thonzylamine hydrochloride, a 
therapeutically effective yet safe antihistaminic to con- 
trol the allergic reaction which often accompanies 
infection in rhinitis. 


10 486 WILLIAM R. WARNER & CO. 


Tolaeh Lelia 





BUT ONLY BIOMYDRIN has a MUCOLYTIC as 
well: The extra ingredient that makes Biomydrin the 
only complete nasal spray is thonzonium bromide, a 
penetrating agent to ensure that the medication reaches 
the affected sites. It liquefies and loosens thick nasal 
mucus to give quicker relief, instant release from con- 
gestion. 


The Unique BIOMYDRIN Formula: 

Mucolytic Thonzonium Bromide 0.05%, 
{ Neomycin Sulphate 0.1%, 

| Gramicidin 0.005%, 
Anti-allergic Thonzylamine HCI 1.0% 
Decongestant Phenylephrine HC! 0.25% 
The solution is buffered to pH 6.2 to approximate to the 
pH of normal nasal secretions. 


Antibacterial 


Administration: 

Adults: Two or three sprays in each nostril, not more 
than 4 or 5 times a day. 

Children: One or two sprays in each nostril, not more 
than 4 or 5 times a day. 

The atomizer should be squeezed sharply to secure a 
fine spray. 


Presentation: 

Plastic atomizer bottles, convenient for the pocket, 
containing 4 fi. oz. 

Prescribe: “Biomydrin 1 original pack”. 

The basic N.H.S. cost of BiomyGrin is 3s. 6}d. each. 


LTD - EASTLEIGH » HAMPSHIRE 
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Free flow in the arteries 
































DELAVASE 


(Isoxsuprine Hydrochloride) 


The new oral vasodilator for 
cold hands and feet, chilblains, 
night cramps and ‘restless legs’ 
intermittent claudication 


“In our hands, isoxsuprine was found to be 
easy to administer devoid of side effects 
in recommended doses, and well tolerated’’. 
(Angiology 1! (No. 3 pt. 1) 190-192 (June 1960)) 


Tablets each containing 10mg. isoxsuprine hydrochloride. Bottles of 50 and 250 


Available in the United Kingdom only 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE - LANCASTER PLACE: LONDON - WC2 





...1n obstetrics 


Welldorm is an ideal sedative during lab- 
our to calm the patient and gain her co- 
operation. Unlike barbiturates, it does not 
cause respiratory depression, either in the 
mother or the foetus. Welldorm is easily 
administered and well tolerated 





WELLDORM 


hypnotic and sedative 


is safe... 
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“Stop that 
coughing! 


93 


WHEN sTEPs need to be taken to 
alleviate a troublesome cough 
“Thorpax’ Syrup can be relied 
upon to give speedy and lasting 
relief. At the same time it does not 
adversely affect the cough’s natural 
protective function. 

*Thorpax’ is particularly suitable 
for controlling dry, painful coughs 
associated with colds and other 
infections of the upper respiratory 
tract and for coughs of allergic 
and psychogenic origin. It is well 
tolerated by patients of all ages and 
does not cause sedation, respira- 
tory depression, gastric disturbance 
or constipation. Being non-narcotic 
and non-addictive it is eminently 
suitable for long-term treatment. 


Thorpax 


TRADE MARK 


SYRUP 


Each teaspoonful (3.5 ml.) contains dimeth- 
oxanate hydrochloride 25mg. and Nilergex 
isothipendy! hydrochloride) 1.25 mg. 


In 3 f vz. bottles. Basic N.H.S. cost 2/8d, 


Dispensing pack of 40 fl. oz. also available. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 





... for old people 


Unlike barbiturates, Welldorm does not 
cause confusional states in old people. It 
provides daytime sedation without drowsi- 
ness and at night gives natural sleep with- 
out after-effects. Patients with chronic 
conditions can safely be given Welldorm 
for long periods because, being non- 
cumulative, it does not tend to cause 
habituation. 





WELLDORM 


hypnotic and sedative 


is safe 





A milligram® 


eo] Ui fel (539 relief of migraine with 


| =-\-8 ergotamine 


| 
| 
| 
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| 
| 
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| 
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Catergot-Q 


BY ! | SANDOZ 


to be chewed for 


! 
it 28): es i buccal absorption 
| 
| 
| 
| 
| 
Each Cafergot-Q tablet contains | 
1 mg. Ergotamine Tartrate 8.P | 


100 mg. Caffeine 8.P. " 
in @ chocolate-flavoured base 





WELLDORM 


SAFE SEDATIVE AND HYPNOTIC 


Welldorm (dichloralphenazone) is as safe as chlora!, 
from which it is chemically derived. Unlike chloral, 
however, Welldorm can be taken with little risk of 
intolerance—in tablet form or as a palatable Elixir. 


Basic N.H.S. cost from dispensing pack: 2) grain, id; 
10 grain, 1d, per tablet. 


WELLDORM ELIXIR 


FOR CHILDREN, OLD PEOPLE and those who can’t swallow tablets 


Each teaspoonful of this pleasant-tasting liquid 
preparation contains 2} grains of dichloralphen- 
azone. 

Basic N.H.S. cost: 3/6 for 4 fi. oz. (3/- from dispensing 


pack). 
Welldorm is known as “Bonadorm” in Australia and as 
“Dormwell” in the remainder of the British Commonwealth. 


o> Smith & Nephew Pharmaceuticals Limited Welwyn Garden City, Hertfordshire. 
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when 
a 
‘wait’ 
becomes 
a 
‘congestion’ 





When winter returns, you can expect a throng 
of people in your surgery with ‘cold spell’ 
symptoms... and noses fit for KARVOL. 
Soothing decongestant KARVOL is the 
simplest, most effective treatment for upper 
respiratory tract congestion. It is easily 
expressed into hot water or on to handkerchief, 
pyjamas or pillow without fear of staining. 
The handy, one-dose KARVOL capsules fit 
easily into pocket or handbag .. . provide 
instant relief anywhere, night or day. 


In bottles of 10 capsules 


é Each capsule contains 
Menthol 7-9%, Chlorobutol 6-6 
4 Oil of Cinnamon 2.7% Oil of Pine 18-8% 


Terpineo! 14-8% Chlorothymol 0-7% 


é INHALANT CAPSULES Basic NHS cost: 10 capsules, 104d. 


THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 S$) 
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makes the most intimate contact with the skin 


PREDSOL 


clearly the most soluble prednisolone 


Predsol is a Glaxo trade mark 


GLAXO LABORATORBIES LIMITED 
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PHOLTEX 





one week's cough treatment 
for as little as 8d. a day (basic N.H.S.) 
from a 2 oz. bottle of PHOLTEX 
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PHOLTEA 








RIKER LABORATORIES LIMITED = Loughboroug) 
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Still the best sulphonamide for routine use... 


The British National Formulary 1960 again confirms the pre-eminence 
of sulphadimidine amongst sulphonamides and draws attention to the 


following advantages :— 
Probably the best sulphonamide for routine use. 
Particularly suitable for children. 
A compound of high activity. 
Produces high blood levels when given six hourly. 
Toxic effects are rare. 
Fulfils all the thevretical advantages of a sulphonamide mixture. 


In addition, it is worthy of note that ‘Sulphamezathine’ is featured as 
the drug of first choice for urinary tract infections and for bacillary 


dysentery. 


SULPHAMEZATHINE 


RADE MA 
SULPHADIMIDINE B.P. - = 


Trustworthy - Economical - Safe 


Tablets 0.5.g: basic N.H.S. cost 1/8d. per 25. Oral Suspension: each 
teaspoonful contains the equivalent of \ tablet. Bottles of 100 mil. cost 3, 4d. 


BIMEZ for longer action 


‘Bimez’ combines the qualities of 
‘Sulphamezathine’ with the advantage that 
only one dose per day is required 

for effective therapy. Available as Tablets 
and Oral Suspension. 


PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
PHS 








When your patient complains of pain—Zactirin 


Zactirin® is a new analgesic, particularly effective in the range of moderately severe, 
painful conditions you meet in general practice. It allows patients to remain at work 
who previously had to stay at home. It achieves effective relief without the constipation, 
daytime sedation and disorientation or other side-effects that can be so disturbing 


with codeine medication. Prescribe Zactirin and let your patients judge the results. 


Botties of 10 and 100 tablets. Each tablet contains /5 mg. ethoheptazine citrate plus 325 mg. aspirin and 97 mg. calcium carbonate. 


Write for detailed literature. "trade mark 
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SAFE 
EFFECTIVE 
INHIBITOR 


Nardil is a new kind of antidepressant which 
acts selectively on the brain. 


Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days 


* 


Nardil is safe—toxic effects on blood and liver are 
extremely rare. 


Nardi] has a simple and convenient dosage 
schedule (one tablet three times a day 
which helps patient co-operation 


Nardil is economical in use 


Basic N.H.S. cost only 4/11 (excl. p.t 


Nardil is available in bottles of 100 and 500 sugar 


ated tablets each containing 15mg. phenelzine 


NARDIL 





ringworm infections 
simple and severe respond to 


- Grisevin 


the ORAL 
antibiotic that 
acts the length 
and breadth 

of the body 


Grisovin given orally exerts its 
activity systemically and endows 
newly formed keratin with the power 
to resist fungal attack. Even severe 
and long-standing infections respond 
well, and improvement can often be 
noted in glabrous skin within seven 
days. This remarkable and consistent 
activity against dermatcphyte 
infections of the skin, hair and nails 
is obtained with a low incidence 

of side effects. 





the ORAL antibiotic 
born and bred in Britain 


GLAXO Bottles of 100 and 1 ,000 tablets each 


containing 250 mg griseofulvin 


GLAXO LABORATORIES LIMITED 

















ipsy lear the tract! 


| TO FACILITATE HELPFUL COUGH 
TO MINIMIZE HARMFUL COUGH 

| TO LOOSEN UNPRODUCTIVE COUGH 

A 


ROBITUSSIN’ 














FORMULA: o 
Each 5 ml. (teaspoonful) i 2 GLYCERYL GUAIACOLATE — the 
contains : ; / primary ingredient in Robitussin 
Glyceryl Guaiacolate 100 mg ’ — is the mest effective of all 
(in a palatable syrup) 0 commonly used “ expectorants.” 














0°, 


Petmntem Guaiacolsulfonate' 0°, 
° - oo) ~ 80 100 120 140 160, 180 
PERCENTAGE OF INCREASE IN (RESPIRATORY TRACT FLUID) 
® 
Antitussive Expectorant 


Samples and literature will be sent on request A. H. ROBINS CO., LTD. 5 FENCHURCH ST. LONDON, E.C.3. 
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Duromorph 


Regd. trade mark 


Long-acting 


morphine Definitely 
aqueous provides 


SUSPension prolonged 


duration 
of 


analgesia 


HEME HEMEL HEHEHE KEE EE EEE EEE 
5 Initial clinical trials of this aqueous suspension of 
microcrystalline Morphine for subcutaneous or intra- 
muscular injection have shown that a single dose 
induces analgesia in from 10-30 minutes and provides 
a satisfactory continuance of effect for up to 9 hours. 

A sample of Duromorph (1.1 gr. morphine) 
gladly sent on signed request. 
Prescribable on Form E.C.10. 
N.H.S. Price 6s. 9d. per box of 6 x 1.1 gr. 


MAH HAHAHAHA AHH HEHE HEHEHE HEHEHE MH 
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LABORATORIES FOR APPLIED BIOLOGY LTD 


G 91, AMHURST PARK, LONDON, N.16 STAmford Hill 2252/3 
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sleep ...fresh awakening. 


Medomin presents the surety of hype: 
through the barbituric acid nucieus, Ong 
tablet taken |~f hour before retiring wit 
give 6-8 hours natural sleep. Becauée § 
of the rapid breakdown and elimination of | 
this barbiturate there is a fresh awakening 
with no clouding of the mind. Medomin thes 
represents « genuine advance in hypnotic | 
therapy. its action is positive and yet so 
smooth and free trom side oe 


ported on. Results teil strongly in 
Medamin (91 per cent very good res 
#3 Compared to 68 per cent with 


two ceases of “‘ hangover-like” sy 
Med, Press, 243, 131 (1960). 
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GHLORG 


continues to 











give excellent RESPIRATORY INFECTIONS 


bacteria! and viral pneumonias 
pertuesis 


clinical results in bronchiectasis 


GASTROINTESTINAL INFECTIONS 
typhoid and paratyphoid fever 
saimoneliosis 

infantile gastroenteritis 


URINARY INFECTIONS 
MENINGITIS 


HOSPITAL ACQUIRED 
STAPHYLOCOCCAL INFECTIONS 





AURAL INFECTIONS 
acute otitis media 
mastoiditis 


OPHTHALMIC INFECTIONS 
conjunctivitis 


Chloromycetin® is available as 
Capsules, each containing 0.259. 
Chloramphenicol (B.P.,P D & CO.) in 
vials of 12 and tins of 100, 500 and 1,000 
and as Suspension Chloromycetin 
Palmitate in bottles of 60 ml. with 

4ml. spoon, 


=7s4~ 4G =e OYA Ab- ME =PARKE, DAVIS & COMPANY, HOUNSLOW, MIDDX. TEL: HOUNSLOW 201 
Inc. U.S.A. Liability Limited wPs-1099 











Sound sleep ...fresh awakening. 





Medomin presents the surety of hypnosis 
through the barbituric acid nucieus. One 
tablet taken j{-—1 hour before retiring will 
give 6-8 hours natural sieep. Because 
of the rapid breakdown and elimination of 
this barbiturate there is a fresh awakening 
with no clouding of the mind. Medomin thus 
represents a genuine advance in hypnotic 
therapy. its action is positive and yet so 
smooth and free from side effects that 
it may safely be given to children. 

*209 patient-nights on Medomin and 79 
patient-nights on butobarbit are re- 
ported on. Results tell strongly in favour of 
Medomin (91 per cent very good response 
as compared to 58 per cent with control 
sedative). Out of the 209 there were only 
two cases of “‘ hangover-like” symptoms.’ 
Med. Press, 243, 131 (1960). 


Geigy Pharmaceutical Company Ltd. . 
Wythenshawe, Manchester 23 
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RESPIRATORY INFECTIONS 
acterial and viral pneumonias 


tussis 


GASTROINTESTINAL INFECTIONS 
tyr i and paratyphoid fever 


gastroenteritis 
URINARY INFECTIONS 
MENINGITIS 


HOSPITAL ACQUIRED 
STAPHYLOCOCCAL INFECTIONS 


AURAL INFECTIONS 
acute otitis media 


nast ditis 


OPHTHALMIC INFECTIONS 
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| Hygroton® Geigy 





provides continuing 
therapeutic control 
of oedema without 
physiological stress 
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INSOMNIA and PAIN 





An Invitation to all 
GENERAL PRACTITIONERS 


AVOURABLE comment from those physicians who 

have evaluated our new tablet HYDRATENE 

prompts us to offer supplies to General Prac- 
titioners for clinical trial in their own practice. 


HYDRATENE Tablets combine long proven 
Chloral Hydrate with the analgesic advantages of 
Paracetamol. In the complex the pungent odour 
and bitter taste of the Chloral are markedly 
reduced and it is offered as a less toxic alternative 
to the barbiturates, especially suitable for children 
and the older patient. 


Doctors wishing to take part in this wide scale 
personal trial can be assured that, if desired, their 
findings will be treated in strict confidence, 


Please write to: 


COATES e€ CO 


Cac 


& 


«2 ne a 








A58 THE PRACTITIONER 


Combined low dosage 
antirheumatic 
Minimizes the risk of 
hormonal imbalance 


initially 2 tablets three or four times a day, reducing to a maintenance dose of 2 tablets twice 
daily or one three times dailiy. 

Tablets containing 50 mg phenylbutazone B.P.C. with 1.25 mg prednisone B.P. in containers of 
30, 150 and 500. 

Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 








Delta-Butazolidin’ 





the tranquilliser pure and simple... 





Killarney 
“* Melleril was superior to all other phenothiazines in its 
Hbility to bring about clinical improvement in florid and 


overactive schizophrenics with 


the minimum of side-effects . . .”’ Re 
J. ment. Sci. (1960) 106, 732. a ex i | 


“The most striking aspect of Melleril therapy BY SANDOZ 
! 


is the poverty of side-effects.” 

| Thiorida tine hydrochloride 
10 mg. 25 mg. 50 mg. 100 mg. 

| Bottles of 50 and 250 tablets 


J. Amer. med. Ass. (1959) 170, 1283. 


.-::in mental and emotional disturbance 
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measured calories for adequate nutrition with high satiety 


on 900 calories a day— without appetite depressants 


Metercal 


DIETARY 


ade quate nutrition in 900 calorie programme 


One-half pound of Metercal powder, the daily 900-calorie 
feedirtg, provides 70 grams of high-grade protein plus 
vitamins and minerals to meet or exceed all established 
minimum daily requirements. Metercal itself is the diet— 
the complete diet. 


impressive clinical results 


in uncomplicated overweight: In a twelve-day study of 
100 patients' on the Metercal 900-calorie programme, 
the average total weight loss per subject was 6! pounds 
over | pound a day). In another study,* patients on the 
900-calorie Metercal programme for two to thirty weeks 
showed a weight loss per patient of 3 to 5 pounds weekly 
during the initial weeks and 2 to 2! pounds per patient 
per week thereafter. 

in overweight complicated by illness: In a study of 42 
overweight patients,*® some with serious medical disorders 
such as arthritis, cardiovascular disease, diabetes mellitus 
and gout, the 900-calorie daily Metercal programme 
provided an average total weight loss of 6.3 pounds per 
patient during the first weck. The investigator encoun- 
tered no significant complications in the man 2 

these patients. 


excell nt patie ntl co Ope ration 


All investigators'»*-* 


co-operation. This was attributed to the effective 
weight, the saticty produced by Metercal which satisfied 


commented on excellent patient 


loss of 


FOR WEIGHT CONTROL 


hunger in a majority of patients, its simplicity in use—no 
calorie counting or menu planning required—and its 
palatability. No appetite depressants were required. 


flexibility in use 


When more than 900 calories are permitted, either the 
daily allotment of } pound of Metercal may be increased 
or it may be used in conjunction with low-calorie foods. 
Metercal may also be used for one or two meals a day 
or as the total diet two or three days a week. 


easy to use 


All patients do to make a full day’s supply of Metercal 
beverage is mix | pound of Metercal powder with a 
quart of water. Or they may make a glassful at a time. 
For variety, Metercal is available in several delicious 
flavours. 

A special booklet for patient instruction—Metercal 
Weight-Control Guide—is available on request. 


Referer 


1. (1959) Southwestern Med. 40, 695-697 

2. Initial Experience with a Simple Weight 
Formula. To be published 

3. Effective Long-Term Weight Reduction—A Therapeutic 
Break-through. To be published. 


Control 


Mead Johnson 
Symbol of service in medicine’ 
MEAD JOHNSON LIMITED, LONDON W1 
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On the left a 
craftsman-made 
violin, costing £80. 
On the right a violin 
made by Antonio 
Stradivari and worth 
approrimately 
£10,000. 


It’s the difference that counts 


Stre ps TES 


oe 1 
A IN | 


really are different 


in the local treatment of mouth and throat infections because 
they have been specially formulated to overcome the dis- 
advantages of many conventional antiseptic lozenges. Strepsils 
do not have the sensitizing potential of preparations containing 
antibiotics and/or local anwsthetics. Perfectly safe for both 
adults and children, Strepsils combine rapid bactericidal 
action against most of the common pathogens found in the 
mouth with a prolonged and soothing effect. Unique-formula 
Strepsils are packed in vacuum-sealed tins to reach your 
patients laboratory-fresh. 


Each lozenge contains 1.2 mg. of Dybenal and 0.6 mg. of Amyl-meta-cresol. 


Basic N.H.S. price: 1/5d. per tin of 24 lozenges. 


Full details gladly sent on request. 


BOOTS PURE DRUG CO. LTD., STATION ST., NOTTINGHAM 
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When you are consulted about bequests for Medical work which 
deserves support, please remember the part played by the Imperi«! 
Cancer Research Fund. It receives no official grant and is entirely 
supported by voluntary donation and bequest. Pioneer in the field of 
cancer research, this organisation was founded by the Royal Colleges 
of Physicians and Surgeons to undertake this vital work in its own 
laboratories. Please help us when you can! 


wi IMPERIAL 
y} CANCER RESEARCH FUND 


PATRON : HER MAJESTY THE QUEEN 


A. Dickson Wright Esq., M.S., F.R.C.S., 
C.R.F. 61 Imperial Cancer Research Fund, 49 Lincoins Inn Fields, London, W.C.2 
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for your chronic bronchitics—the 12 





hours’ sustained action of a single dose of 
‘ASMAPAX’ brings relief, ensuring a good 


night’s sleep or a full day’s work. 


IN CHRONIC BRONCHITIS 


4 . 
asmapax”® jas proved its value 


§ 12 HOURS’ BRONCHODILATATION FROM A SINGLE DOSE 


2. Sustained optimal blood levels 

3 Drug economy—one dose instead of t.d.s. medication 
4 Low basic N.H.S. cost 

§ No forgetting of conventional t.d.s, dosage 


6 Minimum side effects 


LONG-ACTION 
x 


asmapax 


resin-bonded ephedrin= 


iS DESIGNED 
TO HELP DOCTORS 
LIKE YOu 


(TO HELP PEOPLE LIKE THESE) 


Dosage: 

Adults: 1 or 2 tablets on rising and retiring 

Children: According to age 

Basie N.H.S. Cost: 5/- for 30 tablets 

Composition: Each tablet contains: ephedrine resinate = 50 mg. ephedrine hydrochloride 
65 mg. theophylline 


150 mg. bromvaletone 
50 mg. mephenesin 


Commonwealth Resources for British Medicine 


ASPRO-NICHOLAS LIMITED 


Ethical Pharmaceutical Division 
SLOUGH - BUCKS - ENGLAND 
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‘TLOSO 


TRADE MARK 


Too recent to be in the books of reference yet, but its virtues will 
ensure wide and early recognition as an outstanding antibiotic 
development. 

‘Llosone’ possesses a spectrum effective against most of the common 
pathogens. It gives quicker, higher and more prolonged activity than 
any other member of the erythromycin group. Moreover, ‘Ilosone’ is 
extraordinarily safe. 

PRESENTATION DOSAGE 


*‘PULVULES’' ‘ILOSONE'’ 250mg. every six hours (1 Gm. 
125mg. daily), doubled in serious infec- 
250mg. tions. 

SUSPENSION ‘ILOSONE' Half to two teaspoonfuls or 


125mg. per 5cc when prepared more 


A Lilly Discovery 


SLi LILLY AND COMPANY LIMITED : BASINGSTOKE : ENGLAND 
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able analgesic 


PAYNOCIL 


REGD. TRADE MARK 


is palatable, dispersing rapidly and smoothly on the tongue, 
leaving no unpleasant aftertaste. 
can be taken anywhere, at any time, without need of water. 
Each Paynocil tablet contains acetylsalicylic acid 10 grains: and 
aminoacetic acid (glycine) 5 grains. Junior Paynocil tablets (quarter 
strength) are particularly recommended for children. ala 
* oe 
PAYNOCIL is a product of she 
BEECHAM RESEARCH Laboratories Ltd., Brentford, England @y% 








THE PRACTITIONER 
———————————— 


non-infected dermatoses 


MORE EFFECTIVE 

the spray applies the full potency of 
hydrocortisone right on to the inflamed 
area. After a few days, lesions become 
flat and pale. 


MORE PLEASANT 

it doesn’t sting, burn cr irritate, avoids 
the need for fingering and rubbing in. 
MORE CONVENIENT 


it’s easy to use, much more acceptable 
to mothers and children, and old people. 


a 
Cortril Spray 
brand of hydrocortisone 


SCIENCE FOR THE WORLO’S WELL-BEING 


Pfizer Limited - Folkestone - Kent 


* Trade Mark 
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ADHESIVE BANDAGING WITHOUT 
SKIN IRRITATION 


Poroplast considerably reduces the risk of skin irritation wiach often 
associates with the use of ordinary elastic adhesive bandages. It contains no 
rubber and none of the irritating natural resins or solvents usually embodied 
in adhesive plaster. 


Consequently Poroplast can remain in situ for long periods without causing 
irritation, and it has been well tolerated even on very sensitive skins. 


Poroplast is porous and has the same characteristics of elasticity, stretch and 
compression as ordinary elastic adhesive bandages. Its price is the same. It 
can be prescribed on N.H.S. In rolls 3” and 24” wide (5-6 yards stretched). 
Sample roll on request. ; 


THE SCHOLL MFG. CO. LTD. - 182-204, ST. JOHN STREET - LONDON, E.C.j 





Diabetes 


SAFE 


Rastinon (tolbutamide) has been proved to 
be completely safe—in clinical trials and in 
routine usage—by over 1,250,000 diabetics. 
It has fewer side-effects than any other 
oral anti-diabetic substance and no serious 
side-effects have ever been reported. 


a EFFECTIVE 


case Over 1,000 published articles substantiate 
fi O Y the effectiveness and safety of Rastinon. 


astinon "(4 


For your files: Jf you would like to have fuller information about 
Rastinon— tolbutamide, write to: 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 


Sole distributors in the U.K.: 
HORLICKS LIMITED, SLOUGH, BUCKS 
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It rests the ulcer 
It rests the gut 
It rests the mind 



































Favourite patient: favourite drink 


Mrs. M. The new mother, all joy and ribbons 126 Calories in one glass, and putting them 
And the favourite patient's favourite drink, into the blood-stream guickly—those are the 
the one in the glass in her hand?—-Lucozade _ reasons why the doctor too approves of... 
or course. It helped a few months ago when 
she had morning sickness. It is helping now, 


as she emerges from the stress of labour but is 
not quite ready for that first full meal. Less DE 
than a quarter as sweet as sucrose, providing 
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TAKE A CARD ... when diet is an important 
factor in treatment, it saves valuable time if you 
can put your finger on an indexed card giving 
the appropriate diet. 

The Energen Desk Filing Box with its selec- 
tion of standard diets is but one of the aids 
provided for the general practitioner by the 
Energen Dietary Service. Other facilities in- 
clude the preparation of special diets for 
individual cases, and consultations with a dieti- 
tian where desirable. These services are avail- 
able free in the United Kingdom. For full 
details please write to: The Manager 


THE ENERGEN DIETARY SERVICE 


25a Bryanston Square, London, W.1. Telephone: Ambassador 9332. 
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may depend on the safety of ‘Distaval’ 


As a hypnotic at bedtime: 
ADULTS: 50 mg.—200 mg. 
INFANTS AND CHILDREN: 25 mg.—100 mg. 


Consider the possible outcome in a case such as 
this—had the bottle contained a conventional 
barbiturate. Year by year, the barbiturates claim 
@ mounting toll of childhood victims. Yet it is 
simple enough to prescribe a sedative and hyp- 
notic which is both highly effective . . . and out- 
standingly safe. ‘Distaval’ (thalidomide) has been 
prescribed for nearly three years in this country, 
where the accidental] poisonings rate is notor- 
iously high; but there is no case on record in 
which even gross overdosage with ‘Distaval’ has 
had harmful results. Put your mind at rest. 
Depend on the safety of 


‘DISTAVAL’ 


TRADE MARK 


As a daytime sedative: 

ADULTS: 25 mg. two or three times , 
INFANTS AND CHILDREN: Half to 

25 mg. tablet, according to age, one’to 
three times daily. 


‘Distaval’ (25 mg. tablets). 

‘Distaval’ Forte (100 mg. tablets). 

Basic cost to N.H.S. of 12 tablets from 
dispensing pack of one hundred. —1/- or 2/84 
according to strength. 


REFERENCES : 

Practitioner, 1950, 183, 57. 

J. clin. exp. Psychopath., 1969, 20, 243. 
J. Coll. gen. Pract., 1958, 7, 308. 

Brit. med. J., 1959, 2, 636. 

Med. Wd. (Lond.), 1960, 93, 26. 

Brit. J. Pharmacol., 1960, 15, 111. 





THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London 8.W.19 Telephone: LIBerty 6600 


Owners of the trade mark ‘Distaval’ 


Pre 12607 
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Bendrofluazide is the latest and ost potent oral diuretic. it 1s 
the safest diuretic known. Dis.overed and developed in the 
laboratories of Leo Pharmaceuticals Ltd., Denmark, it is now 
available in Britain as 

CENTYL is effective in once-a-day dosage of 2.5 to 10 mg. It is 
the diuretic of choice ; the original bendrofluazide. Centy| is 
indicated whenever diuresis is required 


“nay Leo Laboratories 
CELE : 
L E&E O 223 KENSINGTON 


Centy! is the original bendrofiuazide 


Presentations and basic NHS costs 

Centyl is available in tablets containing 2.5 and 5 mg. 
bendrofluazide. Containers of 25, 100 and 500. The average 
cost to the NHS of Centyl treatment per patient ranges from 
8d. to about 2/- a week 


Ltd 


HIGH STREET LONDON WS8 


LE 46 
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a powerful non-opiate cough-suppressant 
more effective than codeine 
rapid in onset expectoration uninhibited long-lasting effect ne side-effects 


DIMYRIL is suitable for patients of all ages 


Presentations and Basic N.H.S. Cost 
2 fi. oz. (56.8 ml.) bortle Basic N.H.S. Cost 2/5 4 fi. oz. (113.6 ml.) bottle Basic N.H.S. Cost 4/2. 
Each teaspoonful (3.55 ml.) contains 40 mg. ¥ dimethylamino- <-isopropyl- oc phenylvaleronitrile citrate. 


‘@) Genatosan Ltd Loughborough Leicestershire 
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Relieving 
the bronchial tree 
in asthma 


* ASMAC’ TABLETS are formularized to provide 

A symptomatic relief of the bronchial tree both 
during actual dyspnoeic attacks of bronchial 
asthma, and during remissions. 


‘ASMAC’ Tablets combine in a single prescription 
‘official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectoration 
and bronchodilatation. 


PACKS AND COSTS TO PHARMACISTS 


Standard Tube of 20: 3/- 
Dispensing Bottles: 100, 12/-; 500, 52/6. 


A WANDER LIMITED, 


42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 


Formula (each Tablet):— 


Allobarbitone B.P.C. ‘ ns -. 0.03 g. ( 


Ipecacuanha Liquid Extract B.P. .. +e -. 0.02 mi. 


grain 
( ¢ minim) 
Ephedrine Hydrochloride B.P._ ... ne .. OPIS ¢ ( 
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THE MONTH 


“WINTER AILMENTS’ are the bane of our lives. For many of them we have 
no cure, but for all of them the family doctor can do much to comfort— 
if not to heal. As so often happens in all branches of medicine, 

The the brunt of the attack falls on the very young and the very 
Symposium old, and it is only fitting that both these aspects of the 
problem should be dealt with in our symposium this month. 

These two articles, together with the opening ones—on chronic bronchitis 
and influenza—cover a large proportion of the problems which face the 
practitioner as the old year ends and a new one sees us through to those 
longed-for days of spring which appear so distant amid the damp and cold 
of February. Measles no longer carries the dread prognosis it once did, but 
it can present the busy practitioner with many a ticklish decision, whilst 
those who have charge of closed communities, such as boarding schools, 
will appreciate the detailed report from the medical officer and the con- 
sulting physician of Rugby School. No symposium on such a subject 
would be complete without a contribution from a general practitioner, and 
consultants, as well as his fellow-practitioners, will learn much from Dr. 
MacKinnon’s article. The symposium is rounded off by a practical and 
authoritative review of a subject which is too often ignored these days so 
far as the general practitioner is concerned: ‘Pitfalls in the management of 


sport injuries’. 


WHILE the powers that be—both within and without the pharmaceutical 
industry—have been talking about how clinical trials should be carried out, 
general practitioners have been acting. In 1959, an in- 
G.P. Clinical dependent organization known as the General Practitioner 
Trials Research Group, was established to undertake therapeutic 
trials in general practice. Full details about the Group were 
published in our May 1960 issue (p. 500). The Group now has a hundred 
members drawn from all over the United Kingdom, and has already attracted 
attention in the United States. It has been awarded a research grant by the 
National Institutes of Health, U.S. Public Health Service, for ‘the in- 
vestigation of the value of various tranquillizing and other psychotherapeutic 
drugs in general practice’. 
The Group’s activities cover the whole range of drugs suitable for use in 
general practice. The need for such an organization has-been obvious for a 
long time. Hitherto clinical trials have been largely restricted to hospitals, 
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but there are many diseases which are treated exclusively in general practice 
and are seldom, if ever, seen in hospital. Further, there are practical 
considerations which often govern the use of drugs in general practice, which 
are quite different from those obtaining in hospital. Side-effects, for 
instance, which may be of little significance when the patient is confined to 
bed in hospital under the watchful eye of the nursing staff, may be of 
serious, or even catastrophic, significance in an ambulant patient being 
treated at home. In view of the importance of this new development, we 
have decided to publish in The Practitioner full abstracts of the reports of 
the Group, and the first two of these reports appear in this issue (p. 795). 
This new feature, ‘General Practitioner Clinical Trials’, will appear regularly 
in subsequent issues. Judging from the standard of the two published this 
month, they will constitute a valuable contribution to the work of general 
practitioners, and go far towards solving at least one aspect of the problem 
of bringing to the general practitioner early and reliable information about 
the new drugs released by pharmaceutical companies. 


IN his article on ‘Winter ailments in general practice’ in the symposium this 
month (p. 764), Dr. A. U. MacKinnon writes: ‘For reasons which we need 

not enter into here, the general practitioner does not himself 
Work and carry out a fraction of the health propaganda that is so 
the Chronic urgently necessary in this country’. Judging from a report 
Bronchitic on “The unemployment problems associated with chronic 


bronchitis in East London’, by M. Caplin and C. P. Silver 
in the British Journal of Diseases of the Chest (1960, 54, 297), the same criti- 
cism would seem to apply to the problem of ensuring that his patients 
with chronic bronchitis are given every possible opportunity of finding 
suitable employment. As they point out, ‘since unsuitable work may 
aggravate bronchitis it is reasonable to assume that the provision of suitable 
work may slow the progress of the disease and therefore should be regarded 
as an important part of medical treatment. Yet it is clear that only a minority 
of bronchitics are referred by their doctors for registration’ under the Disabled 
Persons (Employment) Act. 

The report, which is based upon a survey carried out in Hackney and 
Stoke Newington, presents a depressing picture. Of the 83 chronic bron- 
chitics in the survey, the average loss of time from work was six months 
in the preceding year, and fifteen months in the past three years. Forty-eight 
per cent. of them had no job to return to, and these included 17 per cent. 
of those who were suitable for light work and 72 per cent. of those requiring 
sheltered work. Among the several suggestions put forward to deal with this 
disturbing state of affairs, only three need be mentioned here. One is 
that full use should be made of powers conferred by the Disabled Persons 
(Employment) Act. Another is that the chronic bronchitic should be trained 
for suitable employment at a relatively early age when it is still comparatively 
easy for him to adjust himself to new work. The third is that practitioners 
should keep in closer touch with the disablement officers in their area so 
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as to ensure that everything possible is done for the chronic bronchitics 
under their care. 


‘CaTCH ’em young’ is a sound advertising principle. It is equally sound from 
the point of view of training those who are the target of advertising to assess 
its value. An interesting development in this field is reported 
Students from the United States by Soloman Garb (7. med. Educ., 
and Drug 1960, 35, 729). For the past three years the department of 
Evaluation pharmacology of Albany Medical College has included a “drug 
advertising evaluation project’ in the course of pharmacology. 
This consisted of four sessions. At the first the students received a 
selection of advertising material sent out by American pharmaceutical com- 
panies and general guidance as to how to study it. At the second session they 
discussed with ‘detail men’ of the companies concerned the claims made 
therein. At the third session they presented reports on the validity of the 
advertising matter, and at the final session they met a ‘high echelon repre- 
sentative’ of one of the pharmaceutical companies. 

The final reports of the students showed that they evaluated the adver- 
tising claims of 11 of the 26 companies involved as ‘reliable’. This evaluation 
was not based on the value of the drug, but on the truthfulness and adequacy 
of the company’s statements. An interesting point brought out in this survey 
is that in a few cases the students commented that, although a company was 
trustworthy, the volume and character of its advertisements were offensive. 
Two other interesting points brought out were the criticisms levelled by the 
students at the much higher cost of proprietary preparations, as opposed to 
official preparations, and the sales pressure brought to bear by ‘detail 
men’ on doctors to prescribe drugs by ‘brand’ names. The main value of this 
report is that it shows what can be done in the way of training future doctors 
to evaluate the mass of advertising material which emanates today from the 
pharmaceutical companies. It is to be hoped that the report will receive the 
careful—and urgent—consideration of medical schools in this country, and 
that they will attempt to do something along the same lines for the British 
medical student. 


THE trouble about dental caries is that we are still ignorant of the funda- 
mental cause—or causes. That is why it is so easy for the destructive critic 

to pour scorn on all the methods recommended for its control— 
Dental if not prevention. Every experienced dentist can quote cases of 
Caries children with almost rampant caries who cleaned their teeth most 

punctiliously, and of children with near-perfect teeth who ate large 
quantities of sweets. What the critics—and parents—too often overlook is the 
well-proven fact that the incidence of caries is lower in children who clean 
their teeth regularly and eat relatively few sweets than among those who 
neglect their teeth and eat large quantities of confectionery. On the other 
hand, it is important that those who recommend such elementary precautions 
as sound oral hygiene and moderation in sweet-eating—whether they be 
dentists, doctors or teachers—should not overstate their case. Not all cases 
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of caries can be controlled in this way, and to suggest such a longed-for hope 
is merely playing into the hands of the critics. 

Those who wish to obtain an up-to-date review of this problem are 
recommended to the paper read by J. N. Mansbridge at the Annual Con- 
ference of the British Dental Association earlier this year which, together 
with the subsequent discussion, has now been published in the British Dental 
Journal (1960, 109, 343). Mansbridge’s report, based upon a survey of 426 
children, aged 12 to 14 years, shows a significant difference in the prevalence 
of caries between those whose standard of oral hygiene was ‘good’ and 
those whose standard was ‘neglected’. Further, greater consumption of 
confectionery was significantly associated with an increased incidence of 
caries. There may be nothing new in these findings but they do emphasize 
the need for more intensive efforts in educating parents in this vitally 
important matter. As Mansbridge comments, the standards of oral hygiene 
found in the children in his series ‘are a sad reflection of our failure to teach 
adequately elementary procedures of hygiene which, if practised, even with 
only average diligence, have been shown to be capable of reducing the 
incidence of caries’. 


THE plastic surgeons proudly claim to represent one of the oldest branches 
of surgery. It is therefore only appropriate that they have been responsible 
for re-introducing leeches into therapeutic practice. 

Leeches and According to M. Derganc and F. Zdravic, of the plastic 
Plastic Surgery unit at Ljubljana, Yugoslavia (Brit. 7. plast. Surg., 


1960, 13, 187), ‘the use of leeches in the treatment of 
venous congestion of flaps represents an effective method based on a 
mechanical action by removing the stagnant blood, and a biological action 
due to hirudin, preventing local clotting in the vessels’. This conclusion is 
based on their results in 20 cases in which ‘a marked decongestion was 
noted even during the first twelve hours after the leech had started to 
suck’, and ‘blood circulation was completely restored in 70 per cent. of 
cases’, whilst ‘partial improvement’ was noted in the remainder. 

The technique has the advantage of simplicity. Three to six leeches are 
applied to the most congested part of the flap, and they are left there as 
long as they will stay—usually one to two hours. In this time a leech sucks 
5 to 10 ml. of blood and, after its removal, bleeding continues for twenty- 
four to forty-eight hours—or even seventy-two hours in exceptional cases. 
A factor which will appeal to the modern sepsis-haunted surgeon is that 
there was no evidence of sepsis at the leeches’ bite sites. The resuscitation 
of leech therapy is apparently not confined to plastic surgery in Yugoslavia. 
According to Derganc and Zdravic, during the last twenty years leeches 
‘have been in constant use among other known standard treatments, at the 
Surgical Clinic in Ljubljana’—‘mainly in the treatment of thrombosis and 
phlebitis, especially in the lower extremities’. Indeed such is the demand 
for leeches that ‘the chemist of the 2000 bedded hospital in Ljubljana is 
never without a sufficient quantity of leeches to meet the demand’. 





THE MANAGEMENT OF 
CHRONIC BRONCHITIS 


By JAMES LAURIE, M.B., F.R.C.P.Ep., F.R.C.S.Ep. 
Physician, Dumfries and Galloway Hospitals Board 


THE annual loss of life from chronic bronchitis roughly equals the combined 
mortality from pneumonia and pulmonary tuberculosis. Along with 
coronary heart disease and lung cancer it accounts for most of the current 
excess of deaths in middle-aged men. In the course of the next six months 
some fifteen thousand people are liable to die from its effects. Many more 
sufferers will survive the winter with enhanced respiratory disabilities. The 
claims of what has become known as the ‘English disease’ on the attention 
of the medical profession of this country need no further emphasis. 


NATURAL HISTORY 
The primary disorder in chronic bronchitis is a hypersecretion of bronchial 
mucus in response to a variety of noxious, but not necessarily infective, 
inhalants. Such bronchorrheea generally causes no inconvenience other 
than the production of a quantity of mucoid sputum. The subject might be 
termed a potential rather than an actual bronchitic. An established phase of 
the disease supervenes with the onset of bronchial infection proper, charac- 


terized by recurrent chest illnesses with muco-purulent sputum. Some 
dyspneea is usual, though in quite heavily infected cases it may be absent. 
With the appearance of bronchospasm it becomes inevitable and is usually 
progressive. The advanced stage is associated with the development of 
emphysema due to obliterative bronchiolitis. It is manifest clinically by 
incapacitating breathlessness aggravated by further exacerbations of infec- 
tion and leading ultimately to death from broncho-pneumonia, hypoxia or 
heart failure. 
ETIOLOGY 

The etiology of chronic bronchitis predicates a constitutional predisposition. 
This is probably inherited; at least a familial tendency is suggestive. The 
important remaining contributory factors are:— 

(1) Exposure to irritant dust, smoke or fumes either as an occupational 
hazard or as part of the atmospheric pollution prevalent in large industrial 
conurbations. (2) Bad housing. (3) A cold, damp, foggy climate. (4) Excessive 
cigarette smoking. (5) Obesity. (6) Recurring respiratory infections which 
initiate and perpetuate the disabling phase of the disease. 


THE EARLY CASE 
It is at this stage, before infection takes hold, that preventive measures can 
help most. Their success will ultimately depend upon the cooperation 
December 1960. Vol. 185 (721) 
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achieved between the patient, his employer, his family doctor and the local 
health authority. 
PREVENTIVE MEASURES 

Occupation.—A change of occupation is never an easy proposition to 
make to anyone, yet many bronchitics, by the nature of their work exposed 
to the inclemency of the weather or to dusty, smoky and fume-laden atmos- 
pheres, may have to face that possibility if they are to be spared premature 
disablement. 

Housing.—Where a man lives is generally a reflection of his socio-economic 
status but until the abatement of atmospheric pollution anticipated from ° 
the Clean Air Act, 1956, becomes a reality it is clearly undesirable for a 
bronchitic to have his abode in an industrial zone where the current risks of 
such pollution are high. Nor should he be compelled to reside in a damp, 
overcrowded house with its potentialities for cross-infection. A steep gradient 
of mortality with declining social status suggests that environment is possibly 
a major determinant in the development of chronic bronchitis (Fletcher, 
1958). This being so it is all the more important that the bronchitic’s home— 
the most intimate part of his environment—should be free from criticism. A 
change of abode may be no more acceptable than a change of job but a move 
to even a few miles from the smoke and smog pall may be well worth while. 

Climate.—Smog is a particularly objectionable compound of mist, smoke, 
and irritant gas such as sulphur dioxide. When persistent the content of 
pollutants in relation to water vapour steadily rises. To a bronchitic they can 
then be lethal and until an efficient and tolerable smog-mask is evolved 
he best evades the danger by remaining barricaded indoors. What filters 
through to him then can be largely offset by a small dish of household 
ammonia left exposed in his room. By comparison cold and damp are 
fortunately lesser climatic evils, for only the few have both means and 
opportunity to winter abroad. 

Smoking.—There is no lack of evidence (Higgins, 1959; Edwards, 1957; 
Brown et al., 1957; Ball, 1959) to indicate the strongly adverse effect of heavy 
cigarette smoking on chronic bronchitis. To the addict the irritant effects of 
‘the weed’ on the respiratory tract are only too familiar. It is also true to say 
that severe bronchitis is seldom found in one who has never smoked. There 
is surely nothing simpler, cheaper and more advantageous for a bronchitic 
than to give up smoking. 

Obesity.—Any person who encumbers himself with a thick cuirass of 
adipose tissue creates for himself a ventilatory handicap. In chronic bron- 
chitis ventilatory impairment already exists and every effort must therefore 
be made to avoid overweight. Anorectic drugs are not contraindicated. 


TREATMENT OF THE EARLY CASE 

Few bronchitics can hope to see the winter through without some kind of 
respiratory infection or another. It is important therefore to try and raise 
their standard of general health and resistance as high as possible. Advice 
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on the avoidance of fatigue and of alcoholic excess, the need for fresh air and 
exercise—weather permitting—and the suitability of clothing and of foot- 
wear may be called for. Above all, the significance of the common cold and 
flu as harbingers of possibly dangerous bronchial sequel, and the risks of 
cross-infection in crowded public places must be emphasized. The bron- 
chitic should be encouraged to attend for regular medical checks and always 
at the first hint of a respiratory infection. Effective treatment is early 
treatment. 

At such an early stage of the disease there is little justification for ad- 
ministering antibiotic drugs in a prophylactic sense. The same objection 
does not logically apply to vaccines but there is little scientific proof of their 
virtue. Using a specially prepared H. influenza vaccine in a group of male 
factory workers with a view to reducing the incidence of relapses of chronic 
bronchitis, Morrow Brown and Wilson (1959) found no evidence to suggest 
that the injections conferred any benefit. 

As a possible source of infection the condition of the upper respiratory 
tract must not be forgotten. Any disorder which might contribute to mouth- 
breathing should be corrected and infection in the tonsils or sinuses, and 
possibly teeth, should be eliminated. 


THE ESTABLISHED CASE 

The establishment of infection marks a turning point in the disease whence 
increasing disability can be anticipated. It is indicated appropriately and 
reliably enough by a change in the character of the sputum from mucoid to 


muco-purulent or purulent. 
ANTIBIOTICS 

The organisms commonly responsible for such infection are the Pneumo- 
coccus and Haemophilus influenza, either singly or in combination (Mulder, 
1956). A pneumococcal infection often associated with an acute chest illness 
generally responds well to penicillin therapy, preferably given by injection, 
in doses of not less than 500,000 units of benzylpenicillin twice a day. 
For the more seriously ill and for cases in which bacteriological examination 
of homogenized samples of sputum (Rawlins, 1953) would indicate a 
Haemophilus or mixed infection the dosage of penicillin should be increased 
several times and advisedly combined with streptomycin sulphate, 1 g. 
twice a day intramuscularly. Over a short course of five days the risk of 
ototoxicity arising from 2 g. of streptomycin daily is not great. If signal 
improvement is not apparent after the first few days of treatment, however, 
resort should be made to a broad-spectrum antibiotic. The choice should be 
dependent upon sensitivity tests applied to the sputum but will ordinarily lie 
between oxytetracycline, tetracycline and chloramphenicol. The dosage of 
oxytetracycline is 1 to 4 g. daily and of tetracycline 1 to 2 g. daily, in divided 
doses. Intramuscular preparations are available if required. Chloram- 
phenicol, 1.5 to 4 g. daily, is the most effective antibiotic of the three so far 
as H. influenze infections are concerned, but its notoriety as a marrow 
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poison, justifiable or not, restricts even its short-term usage. Demethyl- 
chlortetracycline (‘ledermycin’) still stands its trial ; its advantages are said to 
include a higher potency, a more prolonged antibacterial action and fewer 
side-effects. A daily dose of 600 mg. suffices. 

The problem of therapy in chronic bronchitis, however, is not the im- 
mediate treatment of an acute exacerbation but a tendency for the condition 
to relapse. Furthermore, by repeatedly stopping and starting antibiotics in 
patients subject to frequent exacerbations, the development of drug resistance 
is encouraged. It is on this account that prophylactic long-term antibiotic 
administration has been suggested. The objections levelled against such a 
regime are the side-effects inherent in the drug given in this way, the risk 
of the selective growth within the host and of the dissemination of drug- 
resistant organisms and, last but not least, the expense. 

Various trials have been undertaken in this field during the past three 
years (Francis and Spicer, 1960; Murdoch et al., 1959; Buchanan et al., 
1958; Edwards and Fear, 1958). Apart from occasionally troublesome 
diarrhoea no untoward side-effects were observed by any of these groups. 
Superinfection by Candida albicans and by Staphylococcus aureus proved no 
problem, although the finding of 14 per cent. coagulase-positive nasal 
carriers at the end of one trial gives cause for some disquiet (Buchanan 
et al., 1958). On the other hand, excluding one incomplete and rather 
inconclusive study, there was unanimous support for the view that long- 
term antibiotic therapy reduced the number and severity of exacerbations, 
to the distinct betterment of the general health and working capacity of the 
patients concerned, and on the grounds of expense it was generally argued 
that it was cheaper to treat these people at home and possibly at work than 
to admit them to hospital at a charge to the National Health Service of 
perhaps {20 per week. 

If it is true, however, that the average general practitioner sees roughly 
one hundred and fifty bronchitics each year, then at {60 for a six-months’ 
course of treatment his selection of cases will need to be discriminating. He 
should advisedly choose a cooperative subject who appreciates the cost of 
his treatment and will not waste its effect by taking his drug just when he 
thinks fit. He should give preference to one capable when well of being fully 
employed or at least an active member of society. On clinical grounds he 
should opt for the patient who may be losing eight weeks and more at work 
each winter on account of chest colds or who has persistent pus in his 
sputum which might be ascribed to H. influenza infection. If no improve- 
ment is manifest after one month’s treatment the antibiotic should be with- 
drawn, otherwise it should continue over the months of September to 
February wherein 80 per cent. of relapses occur (Edwards et al., 1958). 

The drugs most favoured to date for long-term use have been oxytetra- 
cycline and tetracycline. For obvious reasons chloramphenicol is not con- 
sidered. Buchanan and his colleagues (1958) and May and Oswald (1956) 
express a preference for tetracycline, with its fewer side-effects. Dosage 
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schedules vary from 0.5 g. to 1 g. daily. The aim should be to reduce the 
dose, as soon as the sputum becomes mucoid, to the smallest amount that 
will keep it so. 

Sulphaphenazole, \ike all other sulphonamides, is unlikely to fulfil its 
claim as a prophylactic against bronchial reinfection. 


EXPECTORANTS 
Whilst sedative linctuses such as methadone linctus B.P.C. (60 to 120 
minims [4 to 8 ml. ]) are generally considered effective therapy for the irritant 
non-productive cough, the value of the traditional expectorant mixtures con- 
taining ammonia salts, ipecacuanha and potassium iodide has for some time 
been open to question (Alstead, 1939; Hillis and Stein, 1958). They figure 
rarely these days in ward treatment charts, yet discerning patients at 
the bronchitis clinic of the Brompton Hospital have few doubts of the 
efficacy of paregoric in easing their expectoration, or of ammonium chloride 
(3 to 5 grains [200 to 300 mg.]) taken in a cup of tea during exacerbations of 
their disorder (Oswald, 1958). Hot drinks of any kind appear to have a 
soothing and mucolytic action and possibly the most effective of all is the 
‘Brompton hot water medicine’ known officially as compound sodium 
chloride mixture B.P.C. A dose of half an ounce (15 ml.), sipped in a cup 
of hot water, helps greatly in easing the early-morning chest tightness and 
wheezing which are the experience of most bronchitics. It should be followed 
in a matter of quarter of an hour by a systematic attempt to cough the 
bronchi clear of accumulated secretions. In the more heavily infected case 


with a copious purulent sputum an organized attempt at postural drainage is 
even better, but many emphysematous biunchitics are unable to undertake 
such exertions. 


MUCOLYTICS 

Inhalations of steam have long been employed in an attempt to rid the 
bronchial tree of tenacious mucus. The steam tent is not yet a thing of the 
past and the Friars’ balsam, menthol and eucalyptus inhalations still have 
their advocates. The current trend in inhalation therapy for bronchitis 
employs a nebulizer activated either by hand or by compressed air or oxygen 
cylinders. The apparatus is so constructed as to deliver into the mouth (not 
the nose) a mist or aerosol which is in effect a suspension of droplets or 
particulate matter in a fine enough division to reach the smaller bronchi. Of 
the mucolytics administered in this way proteolytic enzymes and detergent 
solutions have attracted most attention. The results with the former have 
been frankly disappointing for the reason that the sputum on which pro- 
teolytic enzymes act best—the heavily infected sputum with a high content 
of fibrin and pus—is not generally difficult to expectorate. On the more 
tenacious mucoid sputum these particular agents seem to exert little effect. 
Furthermore the trypsin aerosol, on which the most favourable reports are 
made, is irritant to the throat and eyes, can provoke a hypersensitivity 
reaction, and is very expensive. Its use is not justified. 
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The detergent aerosol, superinone, was developed in the hope that it 
would reduce the viscosity of the sputum by lowering surface tension. The 
proprietary preparation, ‘alevaire’, is not suitable for hand nebulizers since 
these are incapable of generating a sufficiently fine suspension of this par- 
ticular product. A cylinder-operated nebulizer of the Bright Smith pattern 
is necessary. Administration may be intermittently for thirty to sixty 
minutes, twice or thrice daily or continuously for twenty-four to forty-eight 
hours. Enthusiasm for this form of treatment is shaken by Palmer’s observa- 
tion that a mixture of sodium bicarbonate and glycerin, or even simple water, 
introduced as an aerosol is just as effective as ‘alevaire’ in reducing sputum 
viscosity and easing expectoration (Palmer, 1957, 1960). 

A new oral mucolytic, 2,3-(2- and 3-iodopropylidenedioxy)propanal 
(‘organidin’), is now available. It may be given in the form of twenty drops of 
solution, or two tablets, four times a day. Administration with liquids is 
recommended in each case. It is contraindicated in patients known to be 
iodine sensitive. Reviews of this preparation in this country are not yet 
to hand. 

SPASMOLYTICS 

Aerosol technique is not a happy choice for the administration of antibiotics, 
but as a vehicle for spasmolytics it may be both convenient and effective. 
The hand-operated nebulizer is usually employed. A particularly neat but 
more expensive pattern is the ‘medihaler’, in which the inhalant is provided 
in a reinforced glass bottle also containing an inert gas under pressure. When 
the bottle is fixed to the mouth-piece pressure upon it opens a valve and 
allows the aerosol to escape. The bronchial relaxants generally employed are 
one per cent. solutions of either isoprenaline sulphate or adrenaline hydro- 
chloride. They may be used singly or compounded with other agents such as 
atropine and papaverine. The British National Formulary 1960 regrettably 
still lists no adrenaline spray as ‘such, but only the adrenaline and atropine 
compound. It is questionable whether the admixtures in any way enhance 
the effect of adrenaline or isoprenaline alone. A hand-operated nebulizer 
should deliver 0.5 to 1 ml. of solution in 30 to 60 seconds. Response is rapid 
and side-effects due to systemic absorption of adrenergic drugs are rare. 
Habitual use appears to produce neither harmful effect on the bronchial tree 
nor adrenaline-fastness. 

In chronic bronchitis as distinct from bronchial asthma, bronchospasm is 
less often treated in this way than by the oral administration of antispas- 
modics. Then they are given for actual or expected attacks as occasion arises. 
Ephedrine hydrochloride tablets B.P., 4 grain (30 mg.) swallowed, or iso- 
prenaline tablets B.P., 20 mg. sucked under the tongue, may be taken during 
an attack of wheezing or before exertion or exposure likely to provoke it. 
Ephedrine has the disadvantage of causing wakefulness at night, and some- 
times dysuria when prostatic enlargement coexists. Otherwise the dose may 
be increased to 1 grain (60 mg.) if required. Alternatively there are the 
theophylline preparations, of which the best tolerated is choline theophyl- 
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linate (‘choledyl’), 200 mg. thrice daily. If no gastric irritation arises the 
individual dose may be increased still further to 400 mg. Both groups of 
drugs exercise a cerebral stimulant effect. This has led to the development of 
proprietary compounds combining sub-hypnotic doses of barbiturates. Of 
these the most popular are ‘amesec’, ‘franol’ and ‘tedral’. The theophylline 
preparations and such compounds are best given in regular doses. The latter 
are particularly helpful during the day for those who experience tension 
feelings or palpitations after taking sympathomimetic drugs alone. 

Bronchospasm in chronic bronchitis, as in bronchial asthma, may be sus- 
tained despite the liberal use of bronchial dilators by mouth and by inhala- 
tion. Treatment in either event is the same, with repeated injections of 
adrenaline and/or aminophylline and sedation. Steroid therapy is available 
for the worst cases. It should be undertaken only in conjunction with 
antibiotic control of coexisting infection which is invariably present in 
a bronchitic. 

BREATHING EXERCISES 

In the more severe grades of chronic bronchitis ventilatory insufficiency 
is imposed by reason of pulmonary inflation, by emphysema, or by both. 
Pulmonary inflation occurs with bronchospasm and, if maintained, the 
inspiratory muscles may become chronically tense and ultimately fixed in a 
position of inspiration. In emphysema, in addition to inflation there is also a 
loss of pulmonary elasticity. Either condition calls for extra effort if adequate 
ventilation is to be secured. 

Whilst remedial exercises cannot obviously influence pulmonary in- 
elasticity they can encourage muscular relaxation and reduce in other ways 
the effort required to maintain respiration (Livingstone and Reed, 1956). 
They are taught in three stages. The first, and possibly most difficult, aims at 
general muscular relaxation. Secondly, there are specific exercises designed 
to promote lateral expansion of the chest and diaphragmatic breathing. 
Most bronchitics rely on lifting the upper anterior ribs, and hence encourage 
hyperinflation. The third stage, and in many ways the most important, con- 
sists of the second-stage exercises conducted first when walking on level 
ground, then on going upstairs. It is normally started a week after the others 
and if mastered is likely to lead to a significant improvement in breath- 
ing and in exercise tolerance. 


MANAGEMENT OF THE ADVANCED STAGE 

The management of the later stages of chronic bronchitis is dominated even 
more than ever by the need for avoidance and immediate treatment of any 
infective exacerbation which in turn may initiate terminal heart failure. 

Pulmonary heart disease or cor pulmonale is a common and grave com- 
plication of severe chronic bronchitis and emphysema. Its development may 
be insidious and is often not appreciated until right ventricular failure 
supervenes. Its early recognition is important and depends upon the 
demonstration of central cyanosis and, in the great majority of cases, the 
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signs of a hyperkinetic circulation: warm throbbing fingers, rapid bounding 
pulse, a rise in venous pressure and a triple rhythm due to the summation 
type of gallop. 

Congestive heart failure when it arises is treated along conventional lines, 
with rest, bronchial relaxants, sodium restriction, diuretics and oxygen. The 
place of digitalis in therapy is disputed by some. The failure of chronic 
pulmonary disease is a high-output failure in which the response to digitalis 
is unsatisfactory. Any increase in cardiac output is unusual. The output may 
actually fall to the patient’s disadvantage. At best therefore it would seem 
that digitalis should be used with caution. 

Oxygen, also, must be administered with the greatest care. In patients 
such as these the respiratory centre becomes insensitive to carbon dioxide and 
the hypoxic stimulus to respiration is abolished by oxygen therapy given in 
the usual way. The carbon-dioxide content in the blood rises and may pro- 
duce the features of carbon-dioxide narcosis with complaint of headache, 
mental confusion, twitchings, stupor and even coma. These severe symptoms 
can often be prevented by giving oxygen at low rates of flow so that hypoxia 
is only partly relieved and the hypercarbia is not sufficient to cause effects. 
Treatment may be started with a mask so that a flow-rate of two to three 
litres can be maintained. Oxygen at these low rates of flow cannot be given 
in a tent because the internal temperature would rise too high. A close watch 
should be kept for signs of ‘oxygen poisoning’ and if these do not develop the 
rate of oxygen administration may be increased uninterruptedly. 

Nikethamide, 5 to 15 ml. by intramuscular injection, and aminophylline, 
0.5 mg. intravenously, may be needed as respiratory stimulants. An alterna- 
tive and potent analeptic is amiphenazole (‘daptazole’), 10 to 20 ml. (150 to 
300 mg.) in an intravenous drip, as employed in acute barbiturism. 
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THE MANAGEMENT OF INFLUENZA 
AND ITS COMPLICATIONS 


By JOHN BATTEN, M.D., M.R.C.P. 
Physician, St. George’s Hospital; Assistant Physician, Brompton Hospital 


INFLUENZA is a specific virus disease of the respiratory tract of high infec- 
tivity, characteristically occurring in epidemics during the Autumn and 
Winter. Three types of influenza virus are recognized—A, B and C—of 
which A and B are by far the most important. The antigenic structure of 
these viruses undergoes subtle changes from time to time, producing dif- 
ferent strains of the parent type, a notable example being the Asian strain of 
the influenza A virus which was responsible for the pandemic of 1957-58 and 
1959. This variability on the part of the virus, together with the changing 
state of immunity of the world population, has important consequences. 
Not only may the pattern of each epidemic be different epidemiologically, 
but the severity of the illness and the incidence of complications may also 
vary. Furthermore, the preparation of an effective vaccine must await the 
isolation and characterization of the new strain of virus. Thus prevention 
has become a matter of great complexity. 


INCIDENCE 
During epidemics the attack rate is very high, varying from 10 to 70 per cent. 
of the population at risk. In the recent Asian ‘flu’ epidemics, it is estimated 
that at least 20 per cent. of the population of this country were ill in the 
Autumn and Winter of 1957-58 and a further similar number were afflicted 
in the Winter of 1958-59. Early in the first wave the incidence fell most 
heavily on infants and school children, possibly due to ready cross-infection 
in schools. Such prevalence in the young was not observed in the earlier 
epidemics of the 1950’s when all age-groups were affected equally (Fry, 
1959). 

Sporadic cases are rare. Many febrile diseases of the respiratory tract 
diagnosed as ‘flu’ are in fact due to viruses other than that of influenza. 
Research in recent years has yielded a large number of such viruses: e.g. the 
para-influenza viruses, adenoviruses. In general, the management of these 
influenza-like illnesses is identical with that of influenza itself. 

Although complications are relatively uncommon in relation to the total 
number of patients infected, they are numerous in large epidemics, especially 
when these occur in the winter months. Autumn epidemics are rare and 
complications are then usually less common. Severe complications produce 
difficulties in management and in any epidemic there is always an appreciable 
mortality especially in the elderly. 
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CLINICAL FINDINGS 

The disease has an abrupt onset after an incubation period of one or two 
days. The adult patient is struck with severe malaise, chills, headache and 
backache, pain in the extremities and behind the eyes. Less commonly 
abdominal pain, vomiting and diarrhcea are prominent at the onset. In 
infants, drowsiness, epistaxis, and gastro-intestinal disturbances are usually 
evident whilst delirium may occur in older children. Sore throat and nasal 
congestion are usually mild. After twelve to twenty-four hours, the patient 
is usually prostrate and may be troubled by a dry hacking cough and sub- 
sternal soreness. On examination the patient appears apathetic and flushed 
with rather red eyes. The temperature usually rises rapidly to above 
100°F. (37.8°C.) and there may be a relative bradycardia. The tongue is 
furred and the pharynx reddened. There is often muscle tenderness fairly 
widely distributed, and rhonchi and scattered rales may be heard on 
listening to the chest. 

The fever abates from the third to the fifth day but the patient remains 
exhausted and weary, and convalescence is often protracted, with persisting 
cough and tachycardia. Depression and lack of concentration are also 
encountered at this time. 

The characteristic clinical picture together with the occurrence of other 
cases makes the diagnosis easy during epidemics. Resort to virological 
studies is then not justifiable; facilities are not available for routine use 
and with the techniques available at present the results are only retrospective 
and therefore unhelpful in diagnosis. When several cases begin to be en- 
countered outside an epidemic, however, possibly presaging an epidemic, 
and when a virus infection may be responsible, then—as a public health 
measure—it is important to isolate the virus. Throat-washings with broth 
or saline, and a specimen of serum, should be obtained as early as possible 
after the onset of the disease and sent to the nearest virus laboratory. A 
further specimen of serum taken about ten days later when the level of 
antibodies has risen, should also be sent; a fourfold increase in antibody 
titre would indicate recent infection. Virological studies are otherwise 
justifiable only in well-prepared epidemiological studies undertaken during 
epidemics. 


MANAGEMENT OF THE UNCOMPLICATED CASE 
The patient should be rested in bed and given a readily assimilable diet 
and suitable fluids. The room should be quiet, well ventilated, equable in 
temperature, and shaded if photophobia is present. Nothing is to be gained 
by isolation of the patient. Aspirin, or one of its derivatives, e.g. calcium 
aspirin, 15 grains (1 g.), or a smaller dose for children, every three or four 
hours, usually gives considerable symptomatic relief. Cough, when trouble- 
some, may be relieved to some extent by a demulcent linctus or codeine: 
given as a pill of codeine phosphate, } to 1 grain (30 to 60 mg.), or a syrup, 
120 to 240 minims (8 to 16 ml.). Headache, if unrelieved by calcium aspirin, 
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may be helped by compound codeine tablets B.P., 2 every four hours. 
Antibacterial drugs are not indicated for there is none that inhibits virus 
growth. The development of secondary bacterial complications should be 
continually in the mind of the practitioner, and certain groups of patients, 
in whom these complications are either more common or more serious, 
should receive prophylactic chemotherapy as described for the treatment of 
pneumonia (see p. 732). Such groups include the aged and pregnant, 
and those patients with chronic chest disease, rheumatic heart disease and 
diabetes. 
COMPLICATIONS AND THEIR MANAGEMENT 

The incidence of complications varies with each epidemic. It has been 
reported as high as 10 per cent. in some but is usually less. Respiratory 
complications are by far the most common and affect infants and the aged 
predominantly. Whilst most complications are of mild or moderate severity, 
influenza may occasionally assume a fulminating form and prove fatal within 
twelve to forty-eight hours. In such cases, obstruction of the air passages 
and toxemia may be the major factors. When rapid deterioration and signs 
of respiratory distress occur, the patient should be transferred to hospital 
immediately. The management of such cases is discussed in the treatment of 
severe pneumonia. 

Sinusitis, otitis media and tonsillitis occur rather rarely. There is usually a 
bacterial component to these infections and appropriate chemotherapy in 
the form of, say, penicillin (1 mega unit of the soluble or procaine prepara- 
tion twice a day) should be given intramuscularly. If a bacteriological 
specimen, i.e. a throat swab, can be obtained to guide the choice of drug, so 
much the better. In the case of middle-ear disease or sinusitis additional 
measures in the form of antrostomy or myringotomy may be necessary. 

Tracheobronchitis in a mild form is an integral part of the disease. When 
this is more severe, the patient is distressed by a painful cough and retro- 
sternal soreness. Rhonchi and scattered rales are more prominent on 
auscultation. In addition to aspirin derivatives and codeine preparations for 
cough, relief may be obtained with steam inhalations containing menthol or 
Friars’ balsam. 

MANAGEMENT OF PNEUMONIA 

Pneumonia is the most serious development, and its severity depends upon 
the degree of lung involvement, obstruction of the airways, and toxamia. 
The development of this complication should be suspected clinically if 
there is a rise in respiration rate, an increase or recrudescence of fever, 
together with the finding of localized persistent rales or consolidation. 
Cyanosis, hemoptysis and the development of widespread consolidation, 
with perhaps a fall in temperature and rise in pulse rate, suggest a severe 
pneumonia. The more rapidly these signs develop, the graver the prognosis. 
The development of pleuritic pain indicates a spread of the inflammatory 
process to the pleura and the chest should be examined for a pleural rub and 
the signs of fluid. 
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The patient is rested completely in bed and if any of the grave signs 
already mentioned become manifest, he should be transferred immediately 
to hospital. Fruit drinks, sweetened with sugar or glucose, are probably all 
the patient will tolerate. If relief of pain is not obtained with aspirin, then a 
more potent preparation such as pethidine (50 to 100 mg.) should be used. 
Morphine should be avoided in view of its depression of respiration especially 
in those with chronic lung disease. Furthermore, the suppression of cough 
may be dangerous when there is rapid accumulation of inflammatory 
cedema fluid in the lung. 

Chemotherapy plays a very important part in the treatment of pneumonia. 
Usually there is a bacterial component in the infection as the virus interferes 
with normal defence mechanisms in the respiratory tract. H. influenza, 
pneumococci, and other organisms which normally inhibit the respiratory 
tract may be found but the staphylococcus is the most common and the most 
serious invader. Whilst staphylococcal pneumonia consequent upon the 
virus infection may remain localized, widespread consolidation may develop 
proceeding to abscess formation. The pleura is often involved and an em- 
pyema or, particularly in infants, a pyopneumothorax may result. Changes 
wrought by the staphylococcus may be extremely rapid and devastating. It 
is important, therefore, when a descending infection is suspected, that 
chemotherapy should be immediately instituted. When the patient is at 
home, procaine or soluble penicillin (1 mega unit twice a day intramuscu- 
larly) or tetracycline (500 mg. eight-hourly by mouth) should be given. 
Either drug would be effective in most secondary bacterial infections 
acquired in the home. If, however, the patient has been in direct or indirect 
contact with a hospital where he may have acquired a strain of staphylococcus 
resistant to penicillin and tetracycline, novobiocin (0.5 g. six-hourly) with 
chloramphenical (0.5 g. four- or six-hourly) or erythromycin (0.5 g. six- 
hourly) would be the drugs of choice. Smaller doses would be needed for 
children. Neither erythromycin nor novobiocin should be given singly in 
staphylococcal infections. 

In cases of severe pneumonia in hospital, where up to go per cent. of 
staphylococcal infections may be penicillin resistant, novobiocin and 
erythromycin should be given together. When urgent treatment is necessary, 
erythromycin, 0.5 to 1 g. in 1 pint (570 ml.) of dextrose saline, should be 
given intravenously. 

If adrenocortical steroids have any place in the management of influenza, 
it is only in the fulminating case and, even then, the evidence for their use is 
conflicting. On theoretical grounds the development of inflammatory 
cedema and the effects of toxemia might be inhibited and adrenal in- 
sufficiency corrected. On the other hand virus growth is probably enhanced. 
Hydrocortisone may be given in a dose of 100 mg. intravenously and 100 mg. 
eight-hourly thereafter together with antibacterial drugs for forty-eight 
hours or so. Further contiriuation of treatment is not usually necessary. 

Widespread inflammatory edema in the lungs and obstruction of the 
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airways may cause anoxia. The diagnosis of anoxia may be very difficult, 
especially if cyanosis is inapparent due to extreme vasoconstriction. When 


anoxia is suspected because of cyanosis, mental change, restlessness with 
respiratory distress and tachycardia, then oxygen should be administered 
either with a plastic mask or in an oxygen tent. 

Although mucosal swelling may be contributory, obstruction of the air- 
ways results from retained secretions. When this obstruction cannot be 
relieved by the patient’s own cough mechanism then tracheostomy will 
have to be resorted to. This should be done early rather than late in the 
development of obstruction and it is the opinion of the majority that such 
measures may be lifesaving. Retained secretions are aspirated through a 
catheter. Tracheostomy is likely to be of value especially in patients with 
chronic respiratory disease who may well have had some degree of respira- 
tory insufficiency beforehand. If ventiiation of the alveoli has been further 
impaired, carbon dioxide retention may develop and mechanically assisted 
ventilation may be necessary through the tracheostomy opening with either 
air or oxygen according to the patient’s needs. Care must be exercised in 
giving oxygen in these cases, for the ensuing depression of ventilation may 
provoke a further rise in arterial carbon dioxide, causing coma. In such 
cases, ventilation must be augmented either pharmacologically with intra- 
venous nikethamide or mechanically by intermittent positive pressure. 

Pleural fluid should be tapped for bacteriological diagnosis, and examina- 
tion of this and the sputum, together with sensitivity tests, may be of the 
utmost importance in guiding chemotherapy. Adequate chemotherapy and 
aspiration usually bring an empyema under control and only in rare instances 
is it now necessary to drain or resect the pleura. 


CARDIOVASCULAR COMPLICATIONS 
In patients with chronic chest disease, broncho-pulmonary complications of 
influenza may be further complicated by congestive heart failure. Rare 
instances of myocarditis have been reported in influenza. The treatment of 
heart failure consequent upon either should proceed on classical lines with 
rest, digitalis and diuretics. 


NEUROLOGICAL COMPLICATIONS 

Clouding of consciousness and delirium and other neurological manifesta- 
tions, are usually the result of a toxic state and anoxia. Influenzal encephalo- 
myelitis is exceptionally rare. ‘Treatment with sedatives such as paraldehyde, 
5 to 10 ml. intramuscularly, may be necessary in restless overactive patients. 

Depression in the convalescent period is usually short-lived. Sometimes, 
however, a severe depression may result. The new amine oxidase inhibitors 
(e.g. phenelzine) and phenothiazine derivatives (e.g. imipramine) are effec- 
tive in many cases. As serious side-effects such as postural hypotension and 
liver damage have been reported, these drugs are best given under hospital 
supervision. 
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PREGNANCY 
Pregnancy is associated with a greater tendency to respiratory complications 
but premature delivery is unusual in influenza. If influenza is contracted in 
early pregnancy, foetal abnormalities are reported to occur with about twice 
the expected frequency (Coffey and Jessop, 1959). This evidence does not 
warrant taking any special measures apart from prophylaxis. 


PREVENTION OF INFLUENZA 

In 1933, the influenza A virus was first isolated by Smith, Andrewes and 
Laidlaw, and minor variations in its antigenic components were observed in 
succeeding years. In 1947, the A, strain and in 1957 the A, (or Asian) strain 
appeared displaying major changes in antigenic make-up. On the basis of 
this experience gross changes in influenza A virus may be anticipated every 
ten years or so. Likewise there are two known strains of influenza B virus. 
Vaccines embracing all the known variants of the influenza virus (polyvalent 
vaccine) may therefore from decade to decade fail to contain antigens of a 
virus responsible for a new epidemic—such was the case in the Asian 
pandemic. The ability of the influenza virus to produce further major 
changes is unknown. Whilst therefore large quantities of such a polyvalent 
vaccine may be prepared for mass immunization, a careful watch must be 
kept for new variants—this surveillance is in fact undertaken by the World 
Health Organization influenza centres with their headquarters in London. 

Vaccination should not be haphazard but be used under the guidance of 
public health authorities when epidemics threaten. 

Inactivated virus vaccine.—A polyvalent vaccine of killed influenza virus 
of the known A and B strains is given in a single dose of 1 ml. subcutaneously 
(inquiry should be made into sensitivity to egg protein which is present in 
the vaccine). This volume is reduced for children according to their age and 
weight. When a new variant appears there will be some delay while prepara- 
tion of fresh vaccine is undertaken. It is important to remember that epi- 
demics of influenza occur in which more than one strain has been isolated, 
e.g. that of 1959 in which A and B strains were found. 

These vaccines should, if possible, be given at least two weeks before an 
epidemic is expected, usually in October or November. Protection will last 
up to a year and will benefit about two-thirds of those immunized. Priority 
should be given to those performing essential services, the pregnant, and 
those with rheumatic heart disease, chronic lung disease and diabetes. 

Live virus vaccine.—-Extensive trials of attenuated live virus ‘vaccine’ 
have been carried out in Russia and 80 per cent. of the vaccinated are re- 
ported to have had a rise in antibody. Protection lasted six months or so. 
This type of vaccine is not available in Britain, and no experience has yet 
been gained in its use. 
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WINTER AILMENTS IN THE ELDERLY 


By A. N. EXTON-SMITH, M.D., M.R.C.P. 


Physician, Whittington Hospital, and the Hospital of St. Fohn 
and St. Elizabeth 


THE seasonal variation in the incidence of illness and the common occur- 
rence of many diseases in the elderly during the winter months can be 
attributed to three main factors: 

(1) The prevalence of respiratory infection and influenza epidemics. 

(2) The effects on the body of adverse climatic conditions, particularly 
cold and humidity. 

(3) Alterations in dietary and food intake. 

Mental depression and the physical hardship imposed on the lives of old 
people by such winter conditions as fog and snow are also concerned, but 
these are factors which are more difficult to evaluate. Indeed it is only 
possible to speculate on some of the causes of the well-marked seasonal 
fluctuation in certain diseases. 


SEASONAL INCIDENCE OF DISEASE IN THE ELDERLY 
In an analysis of applications to the London Emergency Bed Service 
(E.B.S.), Abercrombie (1951) drew attention to the increase in the in- 
cidence of respiratory disease in the older age-groups in January, February 
and March; the peak in January 1951 was seven times the average figure for 


Nature of illness July 


Respiratory disease 117 
Heart disease : 19g! 
Cerebral catastrop! 3 142 
Peptic ulcer , 22 


Acute medical (uncl 32 282 


Acute surgical 119 
Fractures 28 14 


Malignant disease 27 34 | 
| 


* In February 1959 when there was a severe influenza epi- 
demic the figure rose to 1,792 


TasLe I.—Referrals to the Emergency Bed Service for 
patients 65 years and over, classified according to nature of 
uUlness for thg months of January and July 1959 


the summer. The numbers of cases referred to the E.B.S. (patients 65 years 
and over) for January and July 1959 are shown in table I. 

These figures illustrate well the great toll of winter ailments in the 
elderly but it should be remembered that part of the increase in winter is 
due to the fact that in order to save time the general practitioner refers more 
cases for admission through the E.B.S. rather than by direct application to 
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individual hospitals. Analysis of hospital figures shows similar trends but the 
monthly admission rates naturally depend upon the availability of beds. In 
January 1959, 377 patients, 65 years of age and over, were admitted to the 
Whittington Hospital, compared with 310 in July 1959, and the increase in 
“proportion of patients admitted with respiratory illnesses (2}-fold increase 
in January compared with July) was obtained mainly at the expense of those 
suffering from non-urgent surgical conditions. 

Many of the degenerative disorders affecting the elderly, especially in the 
cardiovascular system, are without disability in the earlier stages. The 
majority are slow in development and the time of the original onset is often 
hard to determine. Acute exacerbations of chronic disease in the elderly are 





Lowest 
Nature of illness Peak incidence incidence 


Acute respiratory diseases January July 
| Diseases of the heart January July 
Cerebrovascular catastrophes May and December February 
Arthritis and chronic rheumatism January July 
Lumbago, myalgia, my ositis January July 
Other disease of bones and organs of movement January October 
February October 





Gastric and duodenal u!cer 
| Prostatic disease January May 
| Diabetes mellitus February and March June 
| Diseases of the thyroid December October 





Tasie I1.—Months of peak and lowest incidence of various diseases (according 
Collins, 1955). 


common, however, and at these times the disease is likely to cause more 
trouble to the patient and bring him to his doctor. Collins (1955) has in- 
vestigated this seasonal incidence of exacerbations of chronic disease by 
comparing the attack rates per month (table II). Diabetes mellitus, diseases 
of the prostate, sinusitis and heart disease all showed marked seasonal 
variations and those diseases with single peak seasonal curves have their 
highest incidence in the winter or early spring months. 


INFECTION AND RESPIRATORY DISORDERS 

The spread of upper respiratory infections and the occurrence of epidemics 
of influenza are favoured by crowding and poor domestic ventilation which 
are more common in winter. Atmospheric temperature, humidity and 
pollution also exert some influence. ° 

Influenza.—The management of influenza and its complications is dis- 
cussed elsewhere in this symposium (Batten, 1960). The disease leads to 
high death rates in the elderly who have diminished resistance and physical 
reserve powers. The causal virus damages the bronchial epithelium and 
renders the respiratory tract more susceptible to bacterial invasion. In fatal 
cases, often associated with staphylococcal infection, extensive necrosis 
throughout the bronchial tree is found. Even in less severe forms the damage 
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to the respiratory epithelium may be irreversible and responsible for the 
development of chronic bronchitis. 

Bronchitis.—Although some of the most severe cases of chronic bronchitis 
and emphysema are encountered in middle-age, success in antibiotic 
therapy is leading to an increasing incidence of respiratory disease in the 
elderly. Whilst in the majority of those over 60 the history of bronchitis 
extends over several years, in some the first severe attack of bronchitis is 
experienced in old age. Indeed, elderly persons previously in good health 
may suddenly become disabled by bronchitis following a single respiratory 
infection in the winter. 

In a survey of 1000 chronic bronchitics reported by Oswald, Harold and 
Martin (1953) the patients incriminated fog as the most important climatic 
factor, and dampness was also often blamed. These inclement climatic 
conditions further the spread of infection since they lead to people seeking 
comfort by remaining indoors. But even more important is the high atmos- 
pheric pollution or ‘smog’ in industrial areas. In the four-day London 
‘smog’ of December 1952 nearly 4000 deaths occurred in the two following 
weeks (Logan, 1953) and most of those who died were elderly people 
suffering from chronic respiratory and cardiac disease. 

Pneumonia.—The broncho-pneumonia occurring in the winter months is 
in reality a localized atelectatic pneumonia due to acute or chronic respira- 
tory infection associated with excess of mucoid or muco-purulent secretion. 
Owing to general enfeeblement and sometimes to heavy sedation the ability 
to expectorate is diminished. The accumulation of secretions, apart from 
providing a fertile nidus for the multiplication of invading organisms, leads 
to obstruction of a bronchus and to atelectasis of the part of the lung it 
supplies. The preponderance of mechanical factors often renders treatment 
ineffective even when the invading organisms are susceptible to antibiotics. 

Heart failure—In the patient with pulmonary congestion and oedema 
due to left ventricular failure broncho-pneumonia is a common sequel to 
upper respiratory infection. Equally important is the fact that an acute 
respiratory illness or an exacerbation of chronic bronchitis may lead to 
cardiac failure. In a series of 300 cases of heart failure in Sheffield, Flint 
(1954) found that in over half the cases respiratory infection was the 
precipitating cause of failure. Anoxia resulting from the pulmonary lesions 
has a deleterious effect on the myocardium. The cardiac damage will be all 
the greater in the patient with coexisting coronary arterial disease. Thus the 
sudden appearance of congestive symptoms and signs in the elderly person, 
who may or may not have had previous evidence of cardiac disease, can be 
the result of a respiratory infection which would be unattended by such 
complications if it occurred in a younger individual. 


CLINICAL FEATURES IN RESPIRATORY DISORDERS 
A respiratory infection occurring in the winter months in the elderly subject 
with bronchitis and emphysema may quickly lead to the condition of 
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respiratory failure. The clinical picture is characterized by rapid, shallow 
gasping respirations, increasing cyanosis, coarse irregular jerky movements 
affecting the upper limbs and the appearance of mental symptoms resulting 
from anoxemia and carbon-dioxide retention. The patient may become 
increasingly drowsy and pass into unrousable coma. The progress of the 
disorder may be extremely rapid and therapeutic measures must be insti- 
tuted without delay in order to avoid a fatal issue. The treatment of this 
condition was described fully in The Practitioner in a symposium on 
‘Emergencies in General Practice’ (Exton-Smith, 1959). In many patients 
mental disturbances dominate the clinical picture: confusion, disorientation 
and restlessness may be the first manifestations of pulmonary infection in a 
normally mentally alert old person. Apart from an increase in respiratory 
rate, other chest signs and expectoration may be absent. Nocturnal delusions 
and confused wandering about the house alarm the relatives and add to the 
difficulties of domiciliary management. If the underlying pulmonary infec- 
tion is recognized and treated early a rapid restoration of a normal mental 
state is possible. Morphine for the control of restlessness must always be 
avoided since even small doses may produce fatal respiratory depression; 
barbiturates are also contraindicated, and if sedatives are required to subdue 
restlessness, paraldehyde or thalidomide should be used. 

For the patient who presents with signs of congestive cardiac failure 
satisfactory therapeutic results are obtained by the use of appropriate 
antibiotics together with measures ordinarily employed in the treatment of 
cardiac failure. As multiple pathological factors are responsible and are 
often reversible, and in so far as the infection which precipitates failure can 
be controlled, the prognosis is good. 


HYPOTHERMIA 

The layer upon layer of clothing worn by many old people who present 
themselves in doctors’ consulting rooms and hospital outpatient depart- 
ments support the general belief that older individuals complain of feeling 
cold more readily than -younger ones. Wright (1952) in his textbook of 
physiology states: 

‘In the aged the temperature is subnormal; the body is less active, the circulation 
is feeble and there is less power of compensation for changes in external tem- 
perature’. 


The efficient functioning of the human organism is clearly dependent 
upon the constancy of the temperature of the internal organs, especially the 
brain, the heart and abdominal viscera. The homeothermy of the ‘core’ of 
deep tissues is accomplished in large measure by the physiological adjust- 
ments in the ‘shell’ of cooler peripheral tissues. ‘The normal adequacy of 
physiological reserves and man’s conquest of cold by clothing, artificial 
heating and shelter prevent the occurrence of hypothermic states except in 
times of war, following shipwreck or, as is now being increasingly recog- 
nized, in certain diseases of old age. 

Accidental hypothermia.—Accidental or unintentional hypothermia is a 
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hazard of the extremes of life: in the very young when the full integration 
of the nervous system is not yet developed, with lack of temperature regula- 
tion, and in the very old again due to loss of powers of homeostasis. A 
common story is that of the old person who is found stuporose on the floor, 
often partly clothed and wet with urine, in a cold unheated room. The most 
serious cases are encountered when the environmental temperature is very 
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Fic. 1.—Electrocardiogram showing well-marked J deflec- 
tion, largest in V4 and Vs, in a man aged 79 who was 
admitted to hospital after lying on the floor in an un- 
heated room for eight hours in January 1960. The 
rectal temperature was 84° F. (29° C.). 


low and when exposure to cold is prolonged; thus they are likely to occur in 
those who live alone and who may lie for a long time before help arrives. In 
the aged, accidental hypothermia arising in the winter months is likely to be 
associated with clinical conditions which lead to exposure, such as following 
cerebral thrombosis during sleep, and the patient falls when attempting to 
get out of bed, or in patients who have a tendency to fall associated with 
cerebral arteriosclerosis. Other diseases lead to hypothermia through 
disturbances of the temperature-regulating mechanism and include circu- 
latory collapse resulting from myocardial infarction, severe respiratory 
infection when the tissues are unable to meet the increased metabolic 
demand, in myxcedema with markedly lowered metabolic rate, in coma due 
to various causes, and following heavy sedation. 

Chlorpromazine has a direct action on the temperature-regulating centres 
of the hypothalamus and the hazards of its administration in the winter 
months to patients suffering from senile psychosis deserve to be more 
widely known. Usually several factors are responsible, and drowsiness 





740 THE PRACTITIONER 


progressing to coma, which is a feature of hypothermia, disturbs the 
temperature-regulating mechanism still further so that a vicious circle is 
established. 

Clinical features.—Vhe characteristic clinical features are clouding of 
consciousness, stupor, waxy pallor of the skin due to intense prolonged 
vasoconstriction, slow shallow respirations, low blood pressure, slow pulse 
(commonly 40 to 50 per minute and often irregular due to atrial fibrilla- 
tion), and marked muscular hypertonia leading to rigidity of the limbs. 
Although it does not measure accurately the deep body temperature, the 
simplest way to assess the degree of hypothermia is by the use of a low- 
reading thermometer inserted into the rectum. The electrocardiograph 
(fig. 1) shows a prolonged P-R interval, spreading QRS complex, lengthen- 
ing of the ST interval and an extra deflection at the junction of the QRS 
complex and ST segment (J deflection), usually best seen in lead V4 
(Emslie-Smith, 1958). 


TREATMENT OF HYPOTHERMIA 
There are three main ways of raising the body temperature to normal—very 
slowly by the patient’s own metabolism, by moderate surface rewarming, and 
by rapid heating by means of submerging the body in a hot bath. The middle 
course of moderate rewarming has little to recommend it (Burton and 
Edholm, 1955) and it is commonly observed that old people suffering from 
accidental hypothermia die soon after admission to a warm hospital ward. 


Moderate rewarming dilates the surface vessels which were previously 
intensely constricted and an increased volume of blood returning from the 
intensely cold outer layers lowers the internal temperature even further. The 
added fall in cardiac temperature of several degrees within a few minutes 
may lead to cardiac arrest. The fall in rectal temperature on rewarming was 
first reported by James Currie in 1798 and has often been observed since. 

Rapid rewarming, although it was tested on human victims in the Dachau 
experiments, has seldom been attempted in elderly patients. In hypothermia 
of ten or more hours’ duration there is very severe hemoconcentration, and 
rapid rewarming with its sudden peripheral vasodilatation often leads to 
circulatory collapse and a fatal fall in blood pressure. 

Thus, extremely slow restoration of temperature seems the only possible 
method. In the most severe case of accidental hypothermia yet reported, 
with a rectal temperature of 64° F. (17.8° C.) (Laufman, 1951), recovery 
occurred with no active rewarming and the patient was allowed to lie naked 
in a room temperature of 68° F. (20° C.). Such a method, combined with 
antibiotics as a prophylaxis against respiratory infection, would seem to be 
the best so far available, until satisfactory means of internal rewarming 
are achieved. 

HUMIDITY AND RHEUMATIC DISEASE 
In his survey of the elderly population of Wolverhampton, Sheldon (1948) 
found that no less than 55 per cent. of the subjects (45 per cent. of the men 
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and 58 per cent. of the women) complained of rheumatic symptoms of one 
kind or another. The term ‘rheumatism’ includes pain arising in bones, 
tendons, muscles and fibrous tissues and in addition the more disabling 
disorders affecting the joints. Sheldon makes the comment that: 

‘Muscular rheumatism, whatever be its pathology, is clearly a troublesome 
symptom in old people as it affected approximately one-quarter of the sample. It 
only very rarely leads to any curtailment of activity and it is in no sense a crippling 
condition, but the subjects left one in no doubt either of its reality or of its un- 
pleasantness’. 

The investigation of Collins (table I1) showed that the peak incidence of 
the chief forms of rheumatic illness occurred in the month of January. 
Although adverse climatic influences, notably cold and dampness, were 
formerly considered to be primary agents in the causation of rheumatism 
it is now generally accepted that they exert a secondary role either by 
precipitating the onset of rheumatic disorders in susceptible individuals or 
by aggravating symptoms in those already affected. Localized cooling of 
certain areas of the body, especially around the shoulder-girdle and the back, 
by exposure to draughts or by the evaporation of moisture in damp clothing, 
can provoke an attack of fibrositis with pain and stiffness arising in the soft 
tissues. As is well known, many old people who already suffer from rheu- 
matism relate the increase in severity of their symptoms to cold damp 
weather. Certainly in treatment the application of heat to the affected part 
nearly always brings rapid relief from pain and muscle soreness. 

In both osteoarthritis and rheumatoid arthritis the stiffness in the joints 
is often made much worse by exposure to cold and damp, although the 
mechanism is unknown. Rheumatoid arthritis, which is a generalized disease 
affecting many tissues of the body apart from those of the joints, is much 
more prevalent in temperate zones than in tropical countries. The disease 
can make its first appearance in persons over the age of 60 and two features 
of the active disease in the elderly are a high incidence of shoulder-joint 
involvement and a disproportionately elevated blood sedimentation rate in 
relation to the clinical findings. 


DIET AND UNDERNUTRITION 
In a survey of old people in Sheffield, Hobson and Pemberton (1955) found 
that a high proportion of the subjects were consuming diets which fell 
short of desirable standards and about 20 per cent. were considered to be in 
a poor state of nutrition. Nutritional inadequacies are likely to be more 
pronounced in the winter months, owing partly to hardships and difficulty 
in obtaining food and partly to the fact that the increased calorie require- 
ments in winter are not met. Normally cold weather promotes increased 
activity which stimulates appetite. Such a stimulus is lacking in frail old 
people with defects of locomotion ; instead many develop the habit of staying 
in bed covered with heavy clothes in an attempt to conserve heat. Already 
lacking in food, their dietary inadequacy tends to be aggravated, especially 
when they live alone. Moreover, in not a few old people the immobility in 
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bed prolonged over many weeks leads finally to the bedridden state with all 
its complications. 

It is not always possible to attribute specific nutritional deficiencies to 
inadequate diet in the winter months but the development of scurvy is an 
exception. In Britain this disease is now almost entirely confined to the 
elderly, especially old men living alone (‘widower’s scurvy’). Deprivation of 
the body’s stores of vitamin C due to lack of fresh fruit and vegetables in 
the diet during the Winter leads to the appearance of scorbutic symptoms 
in the Spring. 

CONCLUSION 

Unintentional hypothermic states in old people occur as a consequence of 
the impairment of homeostatic mechanisms in the ageing body. Similarly, 
the interaction of disease in one bodily system leading to disorder in another, 
especially the effects of respiratory illness on the cardiovascular system, is 
also attributable to a reduction in physiological reserves. Thus an upset of 
the precarious balance of health, which is most likely to occur in the winter 
season, may be manifest by a variety of clinical disorders with an enormous 
increase in morbidity in the elderly population. The size of the seasonal 
increase varies directly with the severity of the winter, apart from additional 
influences such as influenza epidemics. Even a few days of severe frost or fog 
can bring a sharp rise in the number of elderly patients requiring help from 
their general practitioner. The situation is often aggravated by the lack of 
proper facilities and domestic care which prevent the management of the 
patient’s illness in his own home, and by the difficulty of obtaining admission 
to hospital owing to the scarcity of beds available at this time of year. 

I wish to express my gratitude to Commander J. R. E. Langworthy who kindly 
provided information on the cases referred to the Emergency Bed Service during 
the months of January and July, 19509. 
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WINTER AILMENTS OF THE INFANT 
AND YOUNG CHILD 


By R. M. MAYON-WHITE, M.D., Pxu.D., M.R.C.P., D.C.H. 
Pediatrician, Ipswich Area East Anglian Hospital Region 


More perhaps than in any other age-group the diseases of childnood show a 
well-marked seasonal fluctuation. This must be particularly apparent in 
general practice but the hospital-based pediatrician sees a reflection of it in 
his work. Summer is a period of relative quiet in a children’s ward and during 
late summer and autumn there is an opportunity to whittle away the back-log 
of investigation admissions and ‘cold’ surgery cases from the waiting list. 
That something of the same sort is happening in general practice is shown 
by the appearance in summer-time of relatively large numbers of such non- 
urgent conditions as enuresis, obesity, backwardness, headaches, ‘tummy 
ache’, and travel sickness among the new outpatients. In the ward, Guy 
Fawke’s Day, with its crop of burns, provides an annual warning that winter 
is not far behind and promptly every year Boxing Day brings the full flood 
of winter work. For the most part the children admitted in the last days of 
December are not the victims of overindulgence but they might be termed 
the victims of parental neglect—albeit excusable neglect. These are children 
whose parents have deliberately overlooked premonitory symptoms lest a 
diagnosis of illness spoil the family Christmas for themselves or perhaps for 
their doctor. One might refer here to Emery’s findings in his analysis of 
unexpected deaths in Sheffield (Emery, 1959) showing marked fluctuation 
of deaths throughout the week : a finding which he believes is a manifestation 
of this very understandable parental attitude. 

In this contribution to the ‘Winter Ailments’ symposium I shall deal with 
the subject in a somewhat summary fashion (as a busy doctor must in winter- 
time), seeking to distinguish between what is of a minor nature and may be 
lightly dismissed, and devoting more time to major illness. Much of the 
discussion must concern infectious respiratory disease but, for the sake of a 
favourite quotation, I shall take first the effects of cold. 


THE EFFECTS OF COLD 


‘Here a little child I stand 
Heaving up my either hand; 
Cold as paddocks though they be, . . .” 


In his ‘Grace for a Child’ Robert Herrick showed his familiarity with the 
toad-like coldness of a child’s hands. In winter-time an infant’s hands and 
feet may be blue in colour and swoilen with edema; the prompt colour 
change produced by warming indicates that this is a true peripheral cyanosis. 
A schoolchild may suffer agonies from chilblains and yet that same child a 
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few years earlier may cheerfully have spent half a winter’s morning splashing 
in the puddle that forms on a pram apron. Infants seem well able to tolerate 
cold extremities and, more curiously, seem not to experience pins-and- 
needles when warmth restores the circulation. There seems to be no close 
correlation between acrocyanosis in infancy and pernio later: protection 
from cold prevents both but is difficult to achieve in practice. Maternal 
anxiety in such cases seems to turn upon the possibility of cyanotic con- 
genital heart disease. Examination of the heart, demonstration that warmth 
will restore the normal colour and a few words about ‘poor circulation’ are 
all that is required of the practitioner in such a case. 

There is no effective treatment for chilblains but some measure of protec- 
tion can be achieved by the use of an anhydrous wool-fat ointment rubbed 
into the skin, and by wearing gloves even in the classroom and for cold jobs 
about the house—bed-making for instance. Damp wellington boots seem 
particularly conducive to chilblains. Dry socks as well as dry shoes for wear 
in school should be advised. In passing it may be noted that pernio is more 
closely analogous to‘ immersion foot’ than to frostbite: raw damp weather 
a little above freezing point is more trying for the chilblain subject than dry 
cold frosty weather. Where sub-zero temperatures are common in winter 
and centrally heated houses are the rule chilblains do not occur. 


NEONATAL COLD INJURY 

Although cold extremities may cause little discomfort and less harm to 
healthy infants, it is recognized that chilling of the body is one of the ways in 
which latent infection may become overt. In the case of the neonate, and 
particularly in the premature baby, cold may itself be responsible for a 
serious and often fatal syndrome. In their description of the condition Mann 
and Elliott (1957) voiced the plea that the name ‘cold injury’ should be 
adopted in the hope that it would encourage recognition of the disorder. 
Not everyone would yet agree that chilling is the sole, or even the most 
important, etiological factor but this is certainly a winter ailment. The con- 
dition is not uncommon. Mann and Elliott (1957) found 14 cases in three 
years in Brighton; over an eleven-year period an examination of records in 
the Birmingham Children’s Hospital revealed 183 hypothermic new-born 
babies, 70 of them being regarded as examples of primary cold injury 
(Bower, et al., 1960). 

The cases commonly occur in exceptionally cold weather after confine- 
ment at home when the temperature of the lying-in room has been allowed 
to fall. A striking erythema of the skin of the face and extremities may give 
a false appearance of health. An aura of coldness about the body is perhaps 
the most striking physical sign: the child’s body has a cadaver-like feel. 
The low temperature can be confirmed with a low-recording (85° F. [30° C.]) 
rectal thermometer; it is too low to register on the standard (95° F. [35° C.]) 
instrument. (idema and hardening of the superficial tissues splinting the 
limbs are apparent in most cases and in many there is a purulent nasal 
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discharge. Hemorrhage from the respiratory, gastro-intestinal and renal 
tracts occurs often and oliguria is usual. Massive intra-pulmonary hemor- 
rhage is one of the most common necropsy findings. The premonitory 
symptoms of this interesting condition are an increasing apathy and refusal 
to feed; the cry becomes feeble as metabolism slows. The very quietness and 
apparent contentedness of these pink-faced infants hinder early diagnosis. 

Our medical grandfathers went about flinging wide the sickroom windows 
to let in abundant fresh air. We, in winter-time, conscious of our own cold 
feet, might close the windows of the lying-in room ; we might also ensure 
that no new-born infant has a bath during a cold speli, and that the room 
be really warm at times of feeds and napkin changes. Cold injury today 
probably kills more infants than over-lying ever did. Differences in degree of 
severity make assessment of mortality difficult: between one-half and one - 
quarter of the more severe cases die in spite of the full facilities of modern 
pediatric treatment. There is as yet no generally accepted therapy. The 
consensus of opinion seems to favour gradual warming, routine broad- 
spectrum antibiotic cover and liberal glucose feeding (by gastric or intra- 
venous drip) ; the use of steroids, of oxygen and of vitamin K analogues is 
more controversial. 

Although treatment of the established disorder will fail almost as often as 
not, any doctor—or any midwife—who is aware of the condition can prevent 
its occurrence. 

RESPIRATORY INFECTIONS 
As an indication of the importance of infectious respiratory disease in early 
life as a winter ailment, perhaps I may be permitted to quote from an analysis 
of my own experience made a few years ago (Mayon-White, 1953). During 
the year, May 1952 to April 1953, 130 infants under one year of age were 
admitted to the Children’s Ward of the Ipswich and East Suffolk Hospital. 
Of these, 44 were cases of infection of the respiratory tract. In this period 32 
infants died, 12 of these deaths being due to respiratory infection. The 
monthly distribution of these cases was as follows (for comparison cor- 
responding figures for the previous year are given in parentheses) :— 

May to November inclusive 2 (4) 

December 6 (0) 

January 17 (4) 

February 12 (3) 


March 5 (6) 
April 2 (3) 


UPPER RESPIRATORY TRACT INFECTIONS 
Little need be said about coughs and colds. Even quite young babies seem 
to overcome an ordinary coryza with little more than a transitory feeding 
upset and slight constitutional disturbance. The child with congenital 
laryngeal stridor, usually from micrognathia and an associated hypoplastic 
larynx, has his life endangered by contracting a common cold. CEdematous 
mucous membrane and exudate, adding their components of obstruction to 
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the already narrow airway, may precipitate a respiratory emergency of a 
most serious kind. The most stringent precautions that such a child’s home 
can manage should be used to prevent the catastrophe that such an infection 
represents. Once infected with a cold, babies of this type require hospital 
nursing care of the highest quality. It is imperative, if at all possible, to 
avoid tracheostomy in these cases; tracheostomy once performed is likely to 
be permanently necessary. 

When diphtheria was common, croup seemed to present quite a simple 
problem: some cases were diphtheria, others were not. Nowadays we are 
concerned, to all intents and purposes, with those which are not diphtheria. 
These cases, though not very many, at least in hospital practice, present a 
most difficult prognostic problem: from simple ‘Saturday night’ croup 
(laryngitis stridulosa) on the one hand to phlegmonous laryngo-tracheo- 
bronchitis on the other. The first type may settle down in an hour or two 
with the help of a steam tent and a sedative; the other may prove fatal 
despite antibiotics, steroids, tracheostomy, helium-oxygen and broncho- 
scopic aspiration of secretions. Only in retrospect can one distinguish be- 
tween them. The child who can sleep despite stridor may be nursed at home 
but I personally would never regard a case of croup as an unnecessary 
hospital admission. The etiology of the more severe cases varies so much that 
no general line of treatment can be laid down. In some, cedema of the false 
cords from an extension of streptococcal pharyngeal infection causes the 
obstruction; in others, thick tenacious exudate plugging the larger, and 
extending far down into the smaller, respiratory passages is the obstructive 
factor. Two statements may be made with some certainty. A bacterial infec- 
tion likely to yield to antibiotic treatment is present in no more than 20 
per cent. (Cramblett, 1960), although others (e.g. Rabe, 1957) would put 
the proportion lower than this. The child who is in urgent need of a tracheos- 
tomy shows little cyanosis but his air hunger is so great that he is quite 
unable to lie still; he thrashes about his cot almost like a child in a temper 
tantrum. 

LOWER RESPIRATORY TRACT INFECTIONS 
A feature of the pattern of winter disease amongst infants in recent years has 
been a series of widespread epidemics of bronchiolitis. In some areas 
epidemic bronchiolitis has so dominated the clinical picture in some winters 
that bacterial pneumonia has seemed a relatively uncommon cause of death 
(Disney et al., 1960). At present there seems nothing to be gained by allowing 
the differences between the two entities to be lost. At the risk of seeming 
dogmatic let it be stated that bacterial pneumonia does occur in infants and 
is acommon cause of death. In the infant’s chest pneumonia begins centrally 
and signs of consolidation are late to appear; breathlessness and inversion of 
the respiratory rhythm are early and reliable signs, the temperature may be 
raised or subnormal, the child’s complexion may be pale or cyanosed or 
pink and healthy looking. The diagnosis can be confirmed radiographically, 
the x-ray appearance of staphylococcal pneumonia being often quite charac- 
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teristic and (because bacteriological confirmation is difficult to obtain in 
infancy) this alone justifies the procedure. Broncho-pneumonia of this sort 
responds well to antibiotic treatment, my own preference being for phenoxy- 
methylpenicillin, 60 mg. four-hourly in feeds, for a moderate case in an 
infant, and double this dose for older children, at least in the first instance. 
Severely ill babies are treated with chloramphenicol, 50 mg. per kg. body 
weight per twenty-four hours for five days (25 mg. per kg. body weight for 
premature and very young babies). Readers of The Practitioner will have 
noted the favourable results reported with ‘sigmamycin’ in children 
(Kelleher, 1959; Wolman, 1960). 

In contrast to bacterial pneumonia epidemic bronchiolitis fails to respond 
to antibiotics. Radiological differentiation between the two conditions may 
be possible. Oxygen therapy, general pediatric care, with particular attention 
to adequate fluid intake and proper rest, with antibiotics, as in pneumonia, 
for bacterial superinfection are necessary. In both bronchiolitis and broncho- 
pneumonia in infancy heart failure may occur as a complication; these cases 
seem to benefit from digitalis. 


MISCELLANEOUS CONDITIONS 
In the space that remains one may mention briefly some other winter ail- 
ments of infants and young children. The modern Christmas tree is more 
likely to cause electric shocks than burns, but party frocks and other clothes 
made of inflammable materials and unguarded fires still exact a hideous toll 
of death and disfigurement. 

The intake of cases of poisoning in a pediatric ward shows a slight seasonal 
variation. Phenobarbitone, aspirin and ferrous sulphate easily head the list 
all the year round, but in winter deadly- and woody-nightshade atropinism 
is replaced by kerosene swallowing. 

The epidemiology of congenital malformations is receiving current 
attention (Pleydell, 1960) and there seems little doubt that the major 
congenital abnormalities of the central nervous system, anencephaly and 
spina bifida cystica, have a peak incidence in the winter months, an in- 
cidence calculated as ten times higher than the random risk (Carter, 1959). 

As I grow older I think I believe more of what the parents of my patients 
tell me. I recognize that infection plays some part in initiating some asth- 
matic attacks (though I suspect allergic rhinorrhea is often mistaken for a 
‘cold’), I place a high value on steam or moist air as part of the therapy of an 
asthma attack but I am gradually becoming convinced that the parents are 
right who claim that damp foggy winter nights are bad times for many 
asthmatic children. By keeping children indoors bad weather must increase 
provocative exposure to house- and school-room dust for the many children 


who are sensitive to this common allergen 


CONCLUSION 
There is perhaps one general conclusion that can be drawn from such a 
discursive treatment of so wide a subject as the winter ailments of infancy 
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and early childhood: it concerns the family doctor/hospital doctor relation- 
ship. A comparatively small experience with sick children enables one often 
to tell almost at a glance the difference between comparative health and 
serious illness. The precise diagnosis of the nature of the illness may require 
the deployment of the full resources of a modern hospital pediatric depart- 
ment. Any experienced pediatrician would prefer to discharge a number of 
diagnosed but only half-treated cases than to refuse admission to a seriously 
ill child because there are no vacant cots. Circumstances may sometimes 
arise when an experienced family doctor must decline to take ‘no’ for an 
answer from a much less experienced houseman; this is a duty the general 
practitioner owes not only to his small patient but also to his junior hospital 
colleague. No more precise indication of the need for admission of a child to 
hospital should have to be given than the simple statement that the family 
doctor ‘doesn’t like the look of the child’. If this is not reason enough for the 
pediatric resident staff it will be found sufficient to satisfy their chief, the 
pediatrician in charge. 

As we learn more about sudden deaths in infancy we can no longer accept 
status thymo-lymphaticus, over-lying, asphyxiation by pillows, bedding or 
inhaled vomit as the cause of death. If, as seems likely, many of these deaths 
are due to fulminating infection and if, as Emery’s findings suggest, many 
are not so much sudden as unexpected (the rapid deterioration in the 
condition of a child who seemed not exactly ill but merely not quite well a 
few hours previously ) there is an opportunity to effect a significant reduction 
in infant mortality. In Emery’s series of 249 ‘sudden’ deaths over one-half 
died either at home or on the way to hospital, and a large number of those 
who reached hospital died within minutes or a few hours of admission. The 
greatest number of deaths of this kind occur during the period December 
to February. 

In winter-time particularly, pressure of circumstance may force a close 
and harmonious working relationship between home and hospital, between 
general practitioner and pediatrician: a relationship revealed by a readiness 
to consider admission for a night or two of observation for any potentially 
sick child, prompt admission to be followed by prompt discharge if fears 
prove groundless. Perhaps in this respect local hospitals have something to 
teach the teaching hospitals. 
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THE MANAGEMENT OF MEASLES 
AND ITS COMPLICATIONS 


By A. B. CHRISTIE, M.D., D.P.H., D.C.H. 


Physician Superintendent, Fazakerley Hospital, Liverpool 


To arrive at a satisfactory scheme of management involves an assessment of 
the therapeutic resources, and the first thing to realize is that, once the virus 
is established in the body, we have no specific drug to combat the clinical 
effects of viremia or of the resulting changes in the respiratory mucosa. 
Before the virus is established, it can be attacked by gamma globulin, and 
either eradicated from the system, or so checked that only modified measles 
develops clinically. Against the secondary invaders we have, in the sul- 
phonamides and antibiotics, potent antibacterial drugs capable, if properly 
used, of controlling the bacterial complications of the illness. Effective 
management of measles depends upon our ability to balance these factors 
and to use available drugs intelligently. 


INDICATIONS FOR GAMMA GLOBULIN 

The most obvious rule is to use it only for patients in whom an attack 
of measles might be harmful or dangerous, although this is not always 
easy to predict. Children already ill with another disease, those with previous 
histories of chest or ear infections, and perhaps those regarded as not being 
robust, should be protected. Bad home conditions and overcrowding are 
relevant, as the complication rate of the disease tends to be higher in those 
circumstances. If the first case in a family has a complicated attack, sub- 
sequent cases are more likely to have complications too. As regards age, 
babies under six months old have a very low attack rate and the disease in 
them is often mild. In theory therefore it could be argued that such babies 
should not be given gamma globulin, but in family practice, if gamma 
globulin is to be used at all, parents will almost certainly want the baby to 
be protected. Children aged between six months and one year have a much 
higher attack rate and more severe attacks and this group, on age alone, 
should have preference. Older children, although they may have severe 
attacks, are more able to deal with them and should not, unless there 
are special indications, be given gamma globulin. The condition of the child 
at all ages should in fact be the deciding factor. 

Gamma globulin can be used either to prevent or to modify the disease, 
and except in hospital wards, where it is essential to eradicate the disease as 
quickly as possible, modification should usually be the aim. Complete 
prevention, of course, affords only temporary protection. If measles is 
fully modified, it is a trifling complaint with no complications; unfortunately 
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there are degrees of modification and sometimes none at all, so that for the 
ill child complete prevention must be sought. 


DOSAGE OF GAMMA GLOBULIN 

Gamma globulin is obtainable in Britain in ampoules containing 250 or 
300 mg. in powder form, and this must be diluted in 3 ml. of diluent. To 
obtain modification one ampoule should be given, irrespective of age. In 
babies under one year old, this dose may result in prevention rather than 
modification and, in children of school age, modification may not be very 
obvious. To obtain prevention, one ampoule for children under 1 year, two 
for children aged 1 to 3 years, and 3 ampoules for older children are recom- 
mended (McDonald and Cockburn, 1954). Timing is also important. For 
prevention, the dose should be given as soon after exposure as possible: 
after three days, especially in older children, complete prevention may not be 
possible. For modification, on the other hand, a delay of a few days is 
probably desirable between exposure and injection. It must be remem- 
bered, however, that when one child in a family develops the rash of measles, 
the other children have been exposed to the infectious prodromal stage for 
three or four days and, whether for protection or modification, if gamma 
globulin is to be used at all it should be given without delay. 

This scheme is based on experience and is probably as exact as it is pos- 
sible to achieve, but children vary in the degree of their natural immunity, 
and the amount of exposure to measles virus on a given occasion is uncertain 

-it may be overwhelming or trivial. It is never wise therefore to make a 


confident prediction regarding the effect of gamma globulin. One other point 
vorth emphasizing is that when modification is highly successful the 
diagnosis of modified measles may be very difficult: the incubation period is 
often prolonged to eighteen to twenty-one days, the rash may consist of 
only a very few small macules, or the disease may be limited entirely to the 
prodromal stage with no rash at all. The importance of this point is that 
such an illness may still be infectious. 


INDICATIONS FOR ANTIBACTERIAL DRUGS 
There is little doubt that measles is an overtreated disease. Very few patients 
arrive in hospital who have not had some antibacterial therapy, either 
sulphonamides or an antibiotic. Many of these patients, of course, are sent 
into hospital because they are more than usually ill, but probably in the 
majority the reason for admission is social, not clinical. Even in hospital it is 
difficult to restrain younger doctors from giving antibacterial drugs, often 
wide-spectrum antibiotics, to patients with measles—it becomes almost 
routine if a child has a florid rash or a high temperature. Most children with 
measles, even if they appear acutely ill and have high temperatures and 
florid rashes, are suffering from uncomplicated viremia and no drug has 
any effect on that viremia. Moreover, within thirty-six to forty-eight hours 
nearly al] these children will have no pyrexia and the rash will have faded, 
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so that the wide-spectrum antibiotics, the sulphonamides, or penicillin are 
at the best wasted—at the worst, they may produce some toxic reactions. 
My house physicians, however, persist in telling me that they are given to 
prevent complications, and this, of course, is the point of real debate in 
the management of measles. 

The subject has been studied by the College of General Practitioners and 
its findings appear in two reports (1956, 1957). One of the findings was that 
‘the majority of children obtained no benefit from routine sulphonamide 
prophylaxis’, and another that ‘the aural and particularly the acute pul- 
monary complications rate was raised by such treatment in children under 
2 years or in others undergoing a mild attack of measles’. It would be unfair 
and misleading to suggest that these were the only, or even the main, 
findings of the investigation but they do at least contradict the view that 
antibacterial drugs are bound to do good. The reports make it clear that the 
use of antibacterial drugs prophylactically must be based on the assessment 
of each patient. Can a rational plan of prophylaxis be drawn up? 

The only drugs which need be considered are the sulphonamides and 
penicillin. Hemolytic streptococci and pneumococci are the only common 
secondary invaders in measles and in routine prophylaxis there is no 
indication at all for the use of broad-spectrum antibiotics. The two main 
complications are otitis media and acute chest infections. The only other 
factor to be considered is the child himself. If the child is normal and has no 
history of either ear or chest infections or of being ‘catarrhal’, he requires no 
prophylactic treatment—indeed, especially if the child is under two years 
old, such treatment may increase rather than diminish the chance of 
complications. If the child has a previous history of otitis media, then 
sulphonamides given prophylactically will reduce the likelihood of a 
recurrence as a result of measles—this is in fact the main advantage of the 
prophylactic use of sulphonamides. If the child is a ‘catarrhal’ child, sul- 
phonamides may be of some value, although the evidence is rather vague— 
possibly related to the vagueness of what is a ‘catarrhal’ child. If the child 
has a history of chest infections, penicillin will reduce the likelihood of 
pulmonary complications in measles; sulphonamides on the other hand may 
increase it. The evidence, however, is less clear than for the use of sul- 
phonamides against ear complications and it appears that, if there are no 
abnormal physical signs in the chest, it is better, even with a history of 
previous chest infections, not to give prophylactic treatment. If abnormal 
physical signs are present, then penicillin should certainly be used. 

Other points which must be considered are intercurrent infections, en- 
vironment, and the severity of the attack. If a child is already ill with 
another disease then it is probably wise to give some prophylactic drug. 
Unless there is a history of otitis media, penicillin is the better drug, 
especially in children under 2 years, in whom pulmonary complications are 
more likely than ear infections; but in these children already ill with another 
disease, the bacteriological background is important and it is here that 
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broad-spectrum antibiotics may be indicated. As regards environment, 
complications are more common in overcrowded conditions, but more 
important is the question of a previous case in the family. If the first child 
with measles has a complicated attack then the contacts are also more likely 
to have complicated attacks—obviously because secondary invaders are 
already present and active in the environment. As regards the severity of 
the attack, this is by no means an easy matter to assess. A high temperature 
certainly does not of itself indicate severity: temperatures of 103° to 104° F. 
(39.5 to 40° C.) are quite common in young children with measles, who 
settle down without antibacterial treatment. A florid rash likewise is not a 
guide to severity and even purpuric rashes occur in children not seriously 
ill: in twenty-five years I have not seen a case of hemorrhagic measles, but 
purpuric rashes are not uncommon. Abnormal physical signs, either injec- 
tion of the ear-drum or signs of consolidation in the lungs, are important and 
a child with either of these signs should certainly have antibacterial treat- 
ment: sulphonamides for the ear, penicillin for the chest. But a few scat- 
tered moist signs in the chest are common in all but the mildest cases of 
measles and are no evidence of secondary infection. 


TREATMENT OF COMPLICATIONS 

Death in measles results either from encephalitis or pneumonia. For en- 
cephalitis nothing specific can be done. It usually develops as the rash is 
beginning to fade and is not confined to severe attacks of measles. Gamma 
globulin is certainly useless and corticosteroids uncertain in their effect but, 
although the patient may remain in coma for several weeks, about 60 per 
cent. of patients recover apparently completely, another 25 per cent. have 
neurological sequels, and 15 per cent. die (Krugman and Ward, 1958). 

The treatment of otitis media is by sulphonamides and it is rare for 
complications such as acute mastoiditis to develop: chronic infection of the 
ear is more common and a few such cases may eventually require surgical 
treatment. Pneumonia in the older child usually responds readily to penicillin 
and supportive treatment but in the young child a chest infection in measles 
is still a medical emergency. In children under 2 years of age, this takes the 
form of bronchiolitis and obstructive and anoxemic features may occur. 
The efficient administration of oxygen requires an oxygen tent or box and, 
if the child also requires physiotherapy for the obstructive element, treat- 
ment becomes very complicated. Adrenaline by injection or inhalation is 
sometimes useful and corticosteroids may be lifesaving in desperate cases. 

Laryngitis occurs usually in the prodromal stage, becomes more acute as 
the rash comes out and subsides with the rash. The aim of treatment is to 
try to keep the child alive and avoid tracheotomy until this natural relief 
occurs; steam and sedatives, such as pethidine 5 mg. every four hours, 
often help. Sometimes obstruction increases and tracheotomy is unavoidable, 
but on the whole measles patients subjected to tracheotomy do not do well. 
Eye complications of any severity are very uncommon and the mild con- 
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junctivitis which does occur rarely requires other than local treatment. 

Gastro-intestinal symptoms may occur, especially in younger children, and 
may be severe. Except in hospital cases, when cross-infection with a bac- 
terial pathogen may be the cause, measles virus itself is usually responsible 
and antibacterial drugs will not help. Measures to prevent dehydration are 
required and are usually effective but occasionally measles gastroenteritis 
may be overwhelming and fatal. 

OTHER POINTS IN MANAGEMENT 

Differential diagnosis.—-One or two points in diagnosis are apt to cause 
difficulty. The early stage of the measles rash is often atypical: there is a 
measles rash on the face, the eyes may be slightly injected and there may be 
some cervical adenitis; on the trunk there is only a very sparse, pale, macular 
rash. Cases at this stage are often diagnosed as rubella but twenty-four 
hours later the child will be covered with an unmistakable florid measles 
rash. The key to the diagnosis is in the examination of the buccal mucous 
membrane. In this type of measles, the mucous membrane is injected and 
dirty; in rubella, the mucous membrane remains pale and clean. Koplik’s 
spots are also present but they are not easily recognized without considerable 
experience; the appearance of the mucous membrane is itself a sufficient 
guide. Cervical adenitis is not at all uncommon in measles, but the chain of 
small, shotty posterior cervical glands is seen only in rubella. The purpuric 
rash has already been mentioned: it looks alarming but isnot usually of 
much significance. Oddly enough a similar rash occurring in rubella may 
herald an acute hemorrhagic crisis. 

Infectivity.—As regards infectivity, the disease is highly infectious in the 
prodromal stage and in the first two days of the rash: thereafter infectivity 
disappears probably in a day or two: certainly at the end of a week the 
patient is non-infectious. 

Admission to hospital.—The decision to admit to hospital is often deter- 
mined by social factors. As regards medical factors, much depends upon the 
accommodation available in hospital. If patients are nursed in separate 
cubicles, the danger of cross-infection is low, but if they are nursed in open 
wards the danger is a very real one and children coming into hospital may 
develop complications which would not have developed had they remained 
at home. If the home is a good one, most patients will not benefit from 
going into hospital, and those with early otitis media, or older children with 
chest infections, can also be managed in good homes. Young children with 
chest infections should almost always be admitted as they may require 
expert care, and complicated cases at all ages cannot be managed in poor 
homes. 
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WINTER EPIDEMICS IN A CLOSED 
COMMUNITY 


By J. P. SPARKS, M.D., M.R.C.P. 
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AND R. E. SMITH, M.B., F.R.C.P. 


Consulting Physician to Rugby School, and Physician, Hospital of St. Cross, Rugby, 
and Gulson Hospital, Coventry 


Tue ‘Concise Oxford Dictionary’ defines winter as the season between 
autumn and spring, the three or four coldest months of the year—November 
to February in the northern hemisphere. Undoubtedly January and Feb- 
ruary, at the start of the Lent term, form the winter of our discontent, and 
the arch-enemy is upper respiratory infection. Investigations to identify the 
causal viruses are always desirable but unfortunately demands on the medical 
officer’s time often make him fall short of the ideal. In epidemics of in- 
fluenza we always like to know the type and, where possible, the strain. 
Other infections may be found to be due to Coxsackie, adenovirus, or other 
viruses. Upper respiratory infections are often complicated by the ap- 
pearance of pathogenic bacteria, of which the hemolytic streptococcus is the 
commonest, with the pneumococcus and Staphylococcus pyogenes occurring 
less often. 
SOME STATISTICS FROM RUGBY SCHOOL 

Medical admissions in the Lent term approximately equal those of the 
summer and autumn terms combined (table I). The majority are admitted 
for respiratory infections, which also head the list in the other terms. 
Epidemic diarrhcea and vomiting is commonest in the autumn term, usually 
in the second half: i.e. in early winter. Table II shows the seasonal habits of 
the four ‘inevitable’ virus diseases of childhood. Unlike influenza, the 
common cold, and other upper respiratory infections, one attack of these 
so-called inevitable infections usually confers permanent immunity. Parents 
nowadays do not go to elaborate lengths to prevent them and that is perhaps 
why boys arrive at school at the age of 13 a little less ‘epidemically innocent’ 
than in the past. In the 1930’s, 85 per cent. of boys had had measles before 
admission, 68 per cent. chickenpox, 32 per cent. mumps, and 27 per cent. 
rubella. The corresponding figures in the 1950’s are measles 89 per cent., 
chickenpox 86 per cent., mumps 58 per cent., and rubella 42 per cent. 

Table III shows the incidence of influenza in the last ten years (Sparks, 
1960). Although January is undoubtedly the commonest month the then 
new strain A-Asiaticus which appeared in September 1957 attacked a 
higher percentage than in any other epidemic, and even in June 1954 
influenza B attacked 50 per cent. of the school population, despite the fact 
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that many had been inoculated in December 1953. Influenza and epidemic 
sore throat are the two illnesses most apt to cause problems in a residential 
school in the winter months. Neither is strictly a pure winter disease but 


Lent Term ummer Tert Autumn Term i 


Diar P Diar- | 
rhoea hares rhora 
Flu | Pharyn and imus ! . ! Admius- Flu Pharyn-| and 
gitis vomit t gitis vomit 
ing 


1,350 


t Rugby School, 1950-59 


Mumps Chickenpox Rubella Total 
Lent 32 (2 98 (1) 188 
Summer 41 (2) 5 ) 27 (6) 88 
Autumn ° 4 (3) 16 
~ ‘ } 
73 5! 129 292 





Tas_e I].—Admissions of the four ‘inevitable’ diseases at Rugby School, 1950-1959. (The 
number of outbreaks is indicated by the figures in brackets.) 
their impact on the community is greater in the winter months than it is at 
other times. 
INFLUENZA 

Between January 1951 and December 1959 seven outbreaks of influenza 
occurred in the School as shown in table III. The epidemics of sore throat 
that followed outbreaks of influenza in the Lent term were all larger than 


Attack 
Date Variety rate Sequelae 
Jan 1QS1 \ Prime 3 z Epidemic sore cones 231 cases 
Jan. 1953 \ Prime ; 1 Epidemic sore throat, 205 cases 
June 1954 B 30 sO None 
Jan. 1955 B Undiagnosed Hinens, 65 cases 
Jan. 1956 \ Prime go Epidemic sore throat, 88 cases 


Sept. 1957 \ Asiatic 505 é None 


/ 


Jan. 1059 L1&B 66 Epidemic sore throat, 67 cases 


Tape II].—-Epidemics of influenza at Rugby School, 1950-1959 


any other epidemics of sore throat that occurred in the school in the years 
1950-1959. 

CLINICAL MANIFESTATIONS OF INFLUENZA 
Influenza in the adolescent can almost be diagnosed on entering a ward. 
Measles excepted, it causes greater loss of the boys’ normal high spirits than 
any other illness. Anorexia is marked, the patients are restless at night, 
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sleeping fitfully and much disturbed by coughing. Table IV lists the more 
prominent symptoms and signs, giving their percentages in different 
epidemics. Headache and cough are the most commor symptoms and neither 
can be treated with consistent success. The ordinary analgesic drugs are 
useful for the headache, whilst the frequent administration of nasal drops 
helps as much as anything to quell the cough. The incidence of loss of 


Symptoms Percentage Signs Percentage 


Headache 68 to 82 Abnormal nasopharynx 62 to go 


Cough 61 to 72 Ocular signs 2 to 71 


Sore throat 51 to 62 Abnormal chest signs 7 to 13 


Nasal obstruction 44 to 61 Epistaxis 4to 8 
Ocular symptoms 10 to 58 Average maximum temperature 

100.6 to 101.6° F 

(38.1° to 38.7° C.) 


Anorexia 5 to 40 Duration of fever (2.4 to 3.7 days) 





Nausea 10 to 18 





7to1s 
— — — ———E ~_——-—— — — EE —_——_—_— -— 


TaBLe IV.—Symptoms and signs in influenza. (1,138 cases personally observed by J.P.S.) 


Vomiting 


Complications in 1,138 cases of influenza No. 


, PRE et: : 


Otitis media and sinusitis 
Bronchitis 
Pneumonia 


34 
11 
rt 


Sequela 
Pharyngitis, sinusitis and otitis media 132 
Pleurisy I 





TaBLe V.—Complications in six epidemics (1,138 

cases) of influenza at Rugby School 
appetite is much underestimated. Adolescents are loath to ask for small 
helpings but, unless these are given, much food is sent back uneaten. The 
main ocular symptom is that of discomfort on extremes of deviation of the 
eyes and is one common to all virus infections of the upper respiratory tract. 
Nausea and vomiting occur in the early stages of the illness and some patients 
have abdominal pain which mimics appendicitis. 

Abnormalities of the nasopharynx are common to all virus infections of the 
upper respiratory tract. In influenza the earliest signs are an erythema of the 
soft palate and engorgement of the nasal mucous membrane. Later, con- 
siderable lymphoid hyperplasia of the posterior pharyngeal wall develops 
and the nasal mucous membrane becomes dry and crusted. The tonsils 
remain clean. ‘Abnormal chest signs’ indicate persistence of adventitiz. 
Epistaxis occurs less often than is usually supposed; its demands on the 
medical officer’s time exaggerate his clinical impressions. 

Table V shows complications of the six epidemics. 
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MANAGEMENT AND PROPHYLAXIS OF INFLUENZA 
Management is on normal lines. Antibiotics have their place in the treatment 
of complications but are unnecessary in the average case. Nine of the pneu- 
monias were viral: of the other two the first was a fulminating pneumonia, 
and the second came on after five days of illness. In each case Staphylococcus 
pyogenes was the secondary organism. Both cases recovered. 

Prophylactic measures.—In December 1953, virus A or virus B vaccine 
was given at random to volunteers, about 75 per cent. of the boys receiving 





| Ne a No Admission | 
| 


rate 


risk admitted 
per cent. 


| Uninoculated 344 8 20 
| Inoculated 1954 only 120 12 
| Inoculated 1955 only 100 ‘ s 
| Inoculated 1954 and 1955 100 2 





Taste VI Influenza admissions to sanatorium at Wellington College in Lent term, 1956 
(Hawkins et al., 1956.) 


one or other injection. Six months later there was an outbreak of virus B 
influenza in the school with an attack rate of 56 per cent. in the unvaccinated 
group and in those who had received virus A vaccine, whereas the attack 
rate in those who had received virus B vaccine was 40 per cent. If the whole 
school had received virus B vaccine there would have been about 60 less 
cases (309 occurred); but if the whole school had been unvaccinated there 
would have been 30 more cases. We are still-at the experimental stage with 
vaccines. When a new strain like A-Asiaticus appears vaccination with other 
strains is usually ineffective. Good fortune may favour the inoculators. 
This occurred at Wellington College in February 1956 as reported by 
Hawkins and his colleagues (1956). 

There were 664 boys at the college in the Lent term, 1956: 120 had been vac- 
cinated in 1954 with a mixture of virus A and virus B. This vaccine comprised a 
Scandinavian A strain and a recent American A strain with a B strain. In 1955, 100 
were inoculated with an A strain (A/Eng/12/55), which had been isolated in Car- 
marthen in April 1955 and a further 100 had also been inoculated with this same 
vaccine as well as being inoculated in December 1954 with the Scandinavian A 
strain and the recent American A strain and a B strain. The school authorities asked 
the parents of all boys present in the school whether they would like their sons 
inoculated against influenza. All of those for whom permission was given were 
inoculated by the school doctor. 


Influenza virus A was isolated from 44 of 73 swabs, i.e. 60 per cent., and 42 
of these were found to resemble viruses of the Scandinavian groups and were 
similar to the Scandinavian virus A strain in the 1954 vaccine although 
different from the strain used in the 1955 vaccine. 

Table VI shows that those inoculated in 1954 had a slightly better record 
than the uninoculated. Those inoculated in 1955 had a better record again 
and those inoculated in 1954 and 1955 were a greater credit to the vaccine. 
Hawkins and his colleagues are careful to point out that they believe that the 
good result may in part be due to the fact that they had, fortunately, 
inoculated boys with a strain similar to the one which attacked them. 
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EPIDEMIC SORE THROAT 
Outbreaks of sore throat occur every term (see table VII). One cannot write 
precisely about epidemic sore throat as one can about influenza. The latter 
is a specific virus disease. Sore throat, on the other hand, may be caused at 
different times by adenoviruses, ECHO viruses, Coxsackie viruses and many 
unidentified viruses ; such illnesses are uncomplicated, but the whole picture 


Term 
Year 
Summer Autumn 


1950 S 38 
19s! 60 s 
1952 15 10 61 
1953 205 12 17 
1954 43 10 9 
1955 165 338 18 
1956 8S 2 14 
1957 37 5 8 
1958 45 33 8 
1959 67 


| 
| 


1950-59 922 


Taste VII.—Number of cases of epidemic sore throat 
at Rugby School, 1950-59 





8-Hamolytic streptococcus 
on ee ee Staphylococ- Pneumo- x ; : 
cus pyogenes coccus Total Grouped | Group A 

195! 2 7° 12 10 
1952 6 6 
1953 52 
1954 10 
1955 
1956 

| 1957 

19558 


| 


| 1959 


1951-59 670 35 39 





Tasie VIII.—Analysis of pathogenic bacteria isolated from cases of epidemic sore throat 
at Rugby School, during the Lent term, 1951-59 


of any outbreak may be modified by the casual presence of secondary bac- 
terial invaders. This again is dependent upon the bacterial flora present in 
the nose and throat of members of the community at any given time, the 
three main pathogenic organisms being the $-hemolytic streptococcus 
(group A), Staphylococcus pyogenes, and the pneumococcus. 

In the decade under consideration the isolation of these organisms from 
throats during the Lent term is shown in table VIII. Scrutiny of this table 
shows that the $-hemolytic streptococcus was the dominant bacterial 
secondary invader from 1951 to 1956, but that it has only rarely been isolated 
in 1957 to 1959. The pneumococcus was prominent in the winter of 1952-53, 
and the Staphylococcus pyogenes has appeared in the last quinquennium. Its 
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appearance at all times is not surprising as cases of acne and minor sepsis 
are seen every term. By far the most important secondary invader is the 
8-hzmolytic streptococcus, group A. A list of the complications caused by 
this organism is given in table IX. 

Symptoms and signs.—It is impossible to tabulate these as in influenza 
since one is considering many allied but differing illnesses. By contrast with 


Ue eh ee ie Ee ee ee ere ere ee 
Lent term 2 cases of rheumatic fever 
I case of septicaemia | 
1 case of erythema nodosum (tuberculin negative) | 
Autumn term 1 case of rheumatic fever | 
Lent term 3 cases of rheumatic fever 
case of subacute bacterial endocarditis (Strep. viridans) 
de veloped six weeks later in one of these cases of | 
rheumatic fever 
1 case of subacute bacterial endocarditis occurred in a 
boy who had a badly damaged heart due to rheumatic 
carditis in childhood | 
1955 Lent term 1 case of nephritis 
1956 Lent term 1 case of rheumatic fever | 
2 cases of nephritis | 
1957 Lent term 1 case of focal nephritis 


Tasie IX.—C inalies ations secondary to 8-hamolytic streptococcal sore throats at Reasiey 
School 





‘Symptome Pe Signs Per cent. | 


Headache . Abnormal pharynx 
Sore throat Cervical adenitis 
Cough Abnormal chest signs 
Coryza or nasal obstruction 4 Sputum 
Epistaxis 
Ocular symptoms ) \verage maximum temperature 


Anorexia Duration of fever (days) 
Nausea 
Vomiting 


omplications (number of cases) 
Otitis media 
Bronchitis 
Pneumonia 
Pleurisy 
T ube rculous ade nitis (rec rudescer nce) 1 


TABLE X.— —Analosie of an cndiaanaed illness (165 cases) duction the Lent term, 1955, at 
Rugby School. 
influenza the complaint of sore throat takes precedence over that of head- 
ache; coryza is more prominent than nasal obstruction, and cough and loss 
of appetite are much less frequent complaints. Abnormalities of the pharynx 
occur in almost 100 per cent. of cases and their appearance is variable. Pure 
viral cases start with an erythema of the soft palate followed by lymphoid 
hyperplasia of the pharynx, the tonsillar area and posterior pharyngeal wall 
becoming studded with discrete follicles. In bacterial cases the tonsillar 
area bears the brunt of the secondary attack, follicles tending to be larger 
and confluent. In virus cases the site of pain is in the epiglottic and laryngeal 
areas, making swallowing painful. In bacterial cases the pain is related to the 
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fauces and tonsils. Cervical adenitis, absent in influenza, is almost universal. 
Compared with influenza cases the patients are less prostrated ; their appetite 
is better, although swallowing may be painful; they sleep better and are 
much less troubled by coughing. 

The epidemic of February 1955 is of some interest. It followed a small 
outbreak of virus B influenza and remains an undiagnosed illness. The 
symptoms, signs and complications of this illness are listed in table X. 
Unfortunately no virological studies were done. The infection was primarily 
one of the upper respiratory tract. Pneumonia, radiologically viral in type in 
all cases, occurred much more often than in epidemics of influenza. 

Virus studies are not always easy to perform, when the medical officer is 
more than fully occupied with clinical work and other duties. The presence 
of adenovirus was confirmed in the Lent term, 1957, and further outbreaks 
have been diagnosed clinically in the summer term of 1953 and 1955 (retro- 
spective diagnoses), 1957, 1958 and 1959. On the whole, adenovirus infection 
seems to occur mainly in the summer but it may well be that the secondary 
bacteria make one lose sight of the original virus infections in the winter 
terms. It seems curious that the $-hamolytic streptococcus does not play a 
prominent part in causing complications in influenza epidemics. 

Epidemic myalgia is often seen, more usually in the summer and autumn 
terms, but Coxsackie virus studies in suspected cases are seldom successful. 
Febrile catarrh was diagnosed in the Lent term, 1958, on clinical grounds. 

Prophylactic measures.—At present there seems little prospect of protec- 
tion being available against the many viral agents responsible for sore 
throats. Measures against the 8-hamolytic streptococci are worth consider- 
ing if the carrier rate is high. The simplest and safest methed is the ad- 
ministration for a period of one of the oral penicillins. 


THE MANAGEMENT OF A LARGE EPIDEMIC 

Many schools have well-equipped ‘infirmaries’—or ‘sanatoria’, a word first 
introduced by schools about 110 years ago and later used by tuberculosis 
authorities. In 1929, a survey of schools suggested that the number of beds 
should be approximately 15 per cent. of the school population (Dalrymple- 
Champneys, 1928). In 1933-34, when Rugby built a new sanatorium for 
600 boys, we provided 60 beds, 24 of which were in single rooms. Antibiotics 
and preventive inoculations have lowered the demand and 5 per cent. is a 
good working figure provided that: (a) a high proportion are in single 
rooms, (b) there is adequate provision in houses for nursing boys or girls. 

Our records show that it is usually influenza, occasionally epidemic sore 
throat, and rarely measles or mumps which call for nursing in houses. 
Figure 1 shows that influenza often develops in geometrical rather than 
arithmetical progression, and one is usually able to have forty-eight hours 
notice but not always as the following will demonstrate. 


On a Saturday in December 1941, Guy’s Hospital, the oldest Rugby Football 
Club in the world, played the founders, Rugby School, Past and Present. That 
evening the school entertained the hospital to dinner in one of the wards for eight 
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patients. On Monday every bed was occupied with influenza patients and boys were 
being nursed in houses. 

As soon as it is obvious that the sanatorium is going to be filled, and this 
usually means that it is at least two-thirds full, the medical officer informs the 
headmaster who calls an emergency meeting of house masters to discuss 


e 


Fic. 1.—Numbers of new cases of influenza admitted to 
sanatorium during epidemics in 1932, 1933 and 1957. 


problems. Some houses have small dormitories which can easily be used as 
wards. Other houses have two or three big dormitories which are much more 
difficult to use until 15 to 20 boys in that house are out of school, but 
everyone plays his part—perhaps by converting bedrooms on the private 
side of the house into sick-rooms. Our experience leaves us in no doubt that 
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discharging boys from the sanatorium to convalesce in their houses as soon 
as the fever has settled is unsatisfactory for both the sanatorium staff and the 
house staff and throws an impossible load on the laundry. Several beds in the 
sanatorium are kept available for boys in houses who develop any serious 
symptoms and signs. 

House matrons are seldom trained nurses although occasionally they are, 
but often trained nurses have to be imported into the houses. Obtaining 
nurses these days is often a difficult problem and every school should have a 
definite liaison with an agency. For some time we were lucky in having a 
London teaching hospital who ran a private nursing service and would 
always send us nurses of their own if they had them but if they did not have 
any of their own they telephoned the cooperatives who sent us reliable 
nurses. This usually saved not only the difference between a local and a 
long-distance call multiplied by 6 to 12 but also time. It does not take long 
for a school to work up a personal connexion of this sort. 


CHICKENPOX 
It is not possible to consider all the infectious diseases which occur in the 
winter months. Chickenpox deserves mention because it can waste much 
time. In London County Council schools the incidence is lowest after the 
summer holidays—so to 60 a week in 1950—but this rises quickly in 
October with a peak of 350 cases in December followed by a slow decline. 

Chickenpox is probably the worst-treated common infectious disease. 
The aim should be to produce a small scab as soon as possible and help the 
skin to expel it quickly. The pocks take two or three days to come out, 
vesicles, pustules and early scabs often being seen at the same time. Itching 
may be severe in the vesicular stage. The best antipruritic is a solution of 
sodium bicarbonate, a teaspoonful to half a pint (300 ml.) of water (not 
obtained on E.C.10) applied with a powder puff made amateurishly by tying 
a large ball of cotton wool in a square of gauze. With this the patient can dab 
any irritating spot and gentle pressure does no harm. Infection from 
scratching is thus avoided. Spots in the scalp, which are common, can also 
be treated this way. Simple gargles do the same for spots in the mouth. As 
soon as scabs are formed a daily bath is allowed but the skin should be dried 
by dabbing and not by vigorous rubbing. A little judicious tugging with 
Spencer Wells forceps removes the last scabs. 

A healthy skin reacts better to chickenpox. We have seen the pocks on a 
sunburnt trunk disappear three or four days before those below the belt 
where the skin has been covered by bathing shorts. Secondary infection is 
rare and impetiginization is no longer a bugbear. 

The relationship between herpes zoster and chickenpox is well established. 
We have seen herpes zoster give rise to epidemics of chickenpox; chickenpox 
give rise to herpes and both diseases in the same patient at the same time. 
Nevertheless isolated cases of herpes zoster far outnumber those which can 
be shown to be related to chickenpox. 
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THE MODERN CHILD’S REACTION TO INFECTION 
In 1944 one of us (Smith, 1944) compared measles as seen in healthy boys 
with the description of measles in Garrod, Batten, Thursfield and Paterson’s 
Diseases of Children, 3rd ed. p. 934 where it said: 

“This period of invasion is of about four to five days’ duration and is marked by 
signs of catarrh of the upper respiratory tract, suffusion of the eyes and coryza. 
Laryngitis is a frequent occurrence at this stage and may give rise to such urgent 
laryngeal obstruction that diphtheria is suspected. Towards the end of the initial 
stage the catarrhal and febrile symptoms become much more pronounced’, 

It was pointed out that in 78 public schoolboys with measles there were 
no catarrhal symptoms except one boy who had conjunctivitis and another 
who had coryza. This is still the picture. Yet textbooks continue to regard 
catarrh as an essential symptom, as the following two examples will show: 

‘At the end of the incubation period within hours ocular symptoms, photophobia 
and burning pain are evidenced by conjunctival and laryngeal involvement, infection, 
tearing and exudate in the conjunctiyal sac. Concomitantly, or soon thereafter, 
catarrhal inflammation of the respiratory tract is manifested by sneezing, coughing 
and nasal discharge. But less commonly, hoarseness and aphoria may reflect 
laryngeal involvement’ (Cecil and Loeb, 1959) 

“The prodromal phase is characterized by fever, a slight hacking cough, 
coryza and conjunctivitis’ (Nelson, 1959) 


Catarrh is equally conspicuous by its absence in whooping-cough. We 


believe that the healthy gut expels dysentery organisms with better dispatch 


than an unhealthy gut and the benefit of a good skin when attacked by 
chickenpox has been mentioned. It is important to realize that the child of 
today—well-fed, well-housed, and well-nurtured—is a completely different 
biological animal from the child in the early years of this century who often 
sat, to use Sir James Goodhart’s phrase, ‘on the doorstep with nothing on 
but the melancholy protection of a pinafore’. 


CAVEAT 

Overcrowding, however, is still a danger. Public schools, which were regarded 
as moribund some years ago, are now filled to overflowing and, thanks to Mr. 
Justice Danckwerts and to the Pilkington Commission, doctors are sending 
their sons to public schools in larger numbers than ever before. This 
applies also to members of other professions and to businessmen. The 
tendency therefore is for overcrowding in boarding schools and a stand 
against this will have to be taken at some time. 
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WINTER AILMENTS IN 
GENERAL PRACTICE 


By ALASTAIR U. MACKINNON, M.D. 
Leeds ‘ 


From about the first week in November the general practitioner expects, 
and usually gets, a marked increase in cases of infection of the respiratory 
tract, labelling them coryza, tonsillitis, sore throat, otitis media, bronchitis 
and pneumonia, and so on. He may have an influenza winter as well. 
Other virus ailments, too, may prevail—impressive to diagnose but difficult 
to separate clearly from more mundane maladies. His patients with chronic 
bronchitis and emphysema are going to suffer, and some will die. The cold 
and damp of winter will precipitate and intensify cardiac stress and failure. 
To a lesser degree most other disease entities are commoner in winter, but 
this article is limited to the common winter infections, and some aspects 
of cardiac disease. 


PROPHYLAXIS 
For reasons which we need not enter into here, the general practitioner does 
not himself carry out a fraction of the health propaganda that is so urgently 
necessary in this country. 
Clean air.—A start has been made in diminishing atmospheric pollution 
in our cities but this campaign must be relentlessly pursued until the air we 


breathe is as pure as the water we drink. This has been done in a very short 
time in Japanese cities, where the death rate from bronchitis fell from 44.8 
per 100,000 in 1947 to 9.9 in 1955. There is no reason why the same should 
not be done in Britain. 

Two facts should help to convince any sceptics that fresh air is important 
to health. (1) The weight of the air we breathe in a day is more than ten 
times that of the water we drink. (2) The death rate from bronchitis between 
the years 1946 and 1955 per 100,000 for England and Wales as a whole 
ranged from 55 to 84. In Salford the range was 78 to 114. This is three times 
that of Belgium, six times that of Germany, ten times that of France and 
Scandinavia and 36 times that of the United States. 

Smoking.——_No patient with chronic bronchitis, recurrent asthma, emphy- 
sema, cor pulmonale or any form of chronic cardiac failure should smoke. 
It is like rubbing dirt into a wound, and should be so described to the patient. 
If the patient must have a minor vice he should look around for a healthier 
one: peanuts, chess, beer, or a platonic flirtation! 

Defects of the typical home.—The general practitioner must raise his voice 
continuously in all vehicles of communication open to him against the 
perpetuation of the horrors of the ordinary home. Admiral Byrd, the famous 
Arctic explorer, was once asked which was the coldest place he had ever 
visited. ‘An English bedroom’, was his reply. 
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Far too often one finds in the homes of chronic chest or cardiac cases 
that the hall and well of the house are as cold as the bedroom, the sitting- 
room and kitchen being the only livable places. Even in an ill-designed 
little ‘semi’ it is possible to have fitted carpets in hall and bedrooms, and 
some safe source of heat in the hall, which should be used on every cold 
night from November to April. If the hall of a small house is warm the whole 
house is warm, and a patient can pad about from bedroom to lavatory in the 
night without getting angina or a paroxysm of coughing. Even for the most 
inadequate dwelling the general practitioner should be able to make some 
useful suggestion that will increase its comfort and warmth. 

Whilst there is something to be said for all the children in the house 
quickly getting all the infectious diseases, and quickly getting rid of them, 
there are many disadvantages in the usual mass huddle together found in 
many working-class homes in times of family infection. Extra warmth should 
help to deal with this problem of securing better spacing of sick patients. 

Personality factors in prophylaxis—The over-conscientious obsessional 
type of patient who suffers from chronic bronchitis or ischemic heart 
disease will often need protection against one of his worst enemies: himself. 
He will often need a week or two longer at home than the average patient. 
He will be helped by car ‘lifts’ to and from work by workmates, by spread 
of work, and frequent short breaks for rest. Overanxious patients suffering 
from incipient, but still trifling, right-sided cardiac weakness often benefit 
for months, sometimes years, by the periodic administration of some very 
mild sedative or tranquillizer, e.g. amylobarbitone, 30 to 50 mg., thrice 
daily. A man’s work is his life, and he should not, from excessive prudence, 
be deprived of his raison d’étre. Liaison with the works doctor may help to 
provide a transfer to an easier job in the same factory, but such transfers are 
not easy to provide. 


INFECTION 

We live in an age of overtreatment of illness and the questions one should 
ask oneself when confronted with one of the usual winter infections are, 
whether the patient is really ill, really ‘poorly’, and indeed whether he needs 
any drug treatment at all. In the winter rush too many ‘colds’, and ‘sore 
throats’ with little objective signs of their existence are complained of and 
accepted at their face value, and the patient is rapidly given the practitioner’s 
pet nostrum for the appropriate diagnostic label. These complaints some- 
times express, however obscurely, the stress of personality problems. 

The complaint of a ‘cold’ or a ‘sore throat’ in an individual who presents 
no objective evidence of such conditions and who seeks a period off work is 
often a kind of temporary retreat from the battle of life. The commonest 
personality problem troubling such a patient is one related to a work rela- 
tionship—most commonly to a superior—but it can of course be due to any 
emotional disharmony of a continuing or unresolved nature. It is quite 
wrong in these cases for the doctor to plunge in and crudely seek an 





766 THE PRACTITIONER 


emotional cause of symptoms. First of all, many of these patients are well 
aware of their difficulties, and are seldom going to be off work for more 
than a week. Secondly, he may be only partly right in his psychosomatic 
diagnosis, for the patient may soon develop such a very evident cold, that 
his expressed analytical musings—supposing he has been fool enough to 
express them—will sound very laboured and far-fetched. The practitioner 
must show by his demeanour and sometimes by a question or two, discreetly 
phrased, that he understands the patient may be tired and fretted by work 
conditions or relationships, or some other life stress and leave it to the 
patient to unburden himself, if he will. If not at the first consultation, such 
a patient will often ‘a tale unfold’ when he sees the doctor at some later time. 

Even when we see some evidence of infection, we should refrain from 
prescribing antibiotics unless we are sure that they are necessary. For 
example, we must not treat every sore throat or acute tonsillitis in the same 
manner: some will be mild in tough patients and only need simple treatment, 
at most a sulphonamide, whilst in other patients we may have good reason 
to fear an acute infection, and therefore every reason to give antibiotic 
therapy in full dosage. 

CORYZA 

An intelligent patient should not need any advice from his doctor for the 
varieties of the common cold. In the absence of specific treatment our aims 
should be simple. The patient, if ambulant, must keep warm, keep his nasal 
passages clear, avoid fatigue by going to bed early, and take as much 
analgesic as will banish general misery and malaise, even if a slightly dazed 
and doped feeling is the consequence. Hot drinks and pleasant antihis- 
taminic syrups help many, but one must remember to drive at less than 
45 m.p.h. when full of antihistamine! Various treatments in the first 
twelve hours of a cold will often abort it (e.g. nasopharyngeal Kromayer 
irradiation; and sometimes a large erythema-producing dose of ultra-violet 
radiation to the whole body). Very few patients, however, will admit to 
having a cold at this early stage, let alone seek relief for it. 

Persistence of ‘the cold’.—Many patients are irritatingly stupid about this 
problem. They will present themselves—often for the first time—about the 
tenth day of a simple cold for which they have done nothing sensible at all, 
not even abating their smoking. The really persistent cold is most commonly 
due to an involvement of the paranasal sinuses, especially the antra. 


PARANASAL SINUSITIS 

It is a personal impression that sinus inflammation of any severity is much 
less common that it was. Part of the explanation may be in the widespread 
use of sulphonamides and antibiotics in bad colds and throat infections. 
Another reason could be that bacteria and viruses are not seeking out 
the sinuses as they once did. (Many practitioners must have observed how 
variable is the involvement of the middle ear from epidemic to epidemic.) 

Treatment.—In mild cases it may be sufficient to maintain a good airway 
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by such old-fashioned methods as menthol and benzoin steam inhalations, 
or the use of a modern substitute (e.g. ‘karvol’ inhalant capsules) and staying 
indoors in a constant moderate temperature for a few days. When the 
sinusitis is acute or obstruction marked, better results are obtained from the 
use of pure menthol crystal inhalations four times daily. Nasal drops should 
be avoided if at all possible. When I am driven to using them I find 
those containing hydrocortisone to have really worth-while effects (e.g. 
“‘vasocort’). 

In nasal catarrh with much purulent discharge, or allergic swelling, 
nasal drops with antibiotic or antihistamine may be used to some advantage. 
Antihistamine drugs are occasionally of use in the acute stages of a cold 
(e.g. one ‘triominic’ tablet every twelve hours), and much more often in 
subacute and chronic nasal catarrhs, even in cases not presenting the classical 
pallid bluish swollen allergic mucosa. We have a wide choice of these drugs 
at our disposal, but I find one of the earlier ones, promethazine (‘phenergan’) 
still very useful in 10-mg. (occasionally 25-mg.) doses at bedtime. It helps 
patients to sleep. The elixir is excellent for children with colds associated 
with allergic manifestations or asthma. The fractious unhappy child and the 
distracted mother both enjoy a restful night. 

The most troublesome cases are mixtures of infection and allergy, and if 
an antihistamine is given at night an antibiotic should usually be given as 
well to get the best results. 

One must beware of carrying on too long with conservative treatment of 
an infected antrum. Surgical lavage of an infected antrum is a relatively 
minor operation and is extraordinarily effective, carried out at the approp- 
riate moment, and followed by the use of the antibiotic specifically indicated 
by sensitivity tests on the evacuated pus. If conservative treatment of 
subacute nasal catarrh and sinusitis is fully carried out, however, antrum 
lavage should rarely be required. 


ACUTE TONSILLITIS 
Diagnosis.—Many cases of catarrhal tonsillitis are part of the picture of a 
more diffuse infection. In many of these, no organisms can be cultivated 
from throat swabs. It is tempting to consider a virus responsible when 
the soft palate shows many fine sago-grain granules, and the conjunctive 
are faintly pink and slightly watery and edematous. 

Treatment.—In mild to moderate cases in which there is no special 
urgency sulphonamide therapy is adequate: sulphadimidine, or the recent 
‘one dose a day’ varieties—sulphaphenazole, sulphadimethoxine, or sulpha- 
methoxypyridazine. When some urgency is present antibiotic therapy in 
full dosage is indicated. Usually this means penicillin, or sometimes a 
mixture of penicillin and sulphonamide. During an epidemic or ‘wave’ of 
acute sore throats the practitioner on the spot quickly finds out which 
antibiotic is most suitable. He may well, in a particular series of cases in his 
own area, find that sulphonamides and penicillin are having very little 
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effect, and that one of the broad-spectrum antibiotics is acting quickly and 
effectively; he has every justification in that particular epidemic, therefore, 
for using these antibiotics initially in his fresh cases. Friends and neighbours 
at medical meetings can sometimes prove helpful: there are now too many 
broad-spectrum antibiotics for one man to experiment with. 

Duration of treatment.—I can find little justification for giving antibiotics 
in every case of tonsillitis in patients under 30 years of age for a minimum of 
ten days in order to diminish or prevent the subsequent onset of acute 
rheumatism. Practitioners must see literally thousands of sore throats to one 
case of acute rheumatism. There will, of course, be many cases in which, 
because of some factor of persistence of infection or some other individual 
idiosyncrasy, antibiotic or sulphonamide therapy—usually in small dosage— 
is continued for a week or more after the subsidence of acute symptoms. 


ACUTE OTITIS MEDIA 
It is important not to waste time on sulphonamide treatment, except 
possibly in very mild cases. High antibiotic dosage is necessary with con- 
tinuance of treatment for a minimum of ten days. It is a tribute to the 
efficiency of the average practitioner’s treatment of this condition, that the 
medical student practically never sees a case, and that the acute mastoid 
operation, one of the horrors of the past, is now a rarity. 


ACUTE BRONCHITIS AND PNEUMONIA 
Today the general practitioner does not wait for the development of the 
classical signs of pneumonia, or seek in his treatment to discriminate between 
acute bronchitis and broncho-pneumonia. Once he has decided that he is 
dealing with an incipient or potential pneumonic condition his aim must be, 
in Montgomery’s language, to hit the invading germs for six with his most 
potent weapons! 

Penicillin.—If penicillin is used initially the practitioner should be in no 
doubt that he has given full dosage. An acutely ill adult should receive an 
initial dose of 2 to 4 mega units of crystalline penicillin intramuscularly 
followed by oral doses giving high blood levels (e.g. phenethicillin [‘broxil’] 
250 mg. six-hourly, or 500 mg. night and morning). Further twelve-hourly 
injections of 1 mega unit may be preferred. Two days of this therapy, pos- 
sibly three in older patients, should leave the practitioner in no doubt as to 
the usefulness or non-usefulness of penicillin. If penicillin fails, a choice 
must be made from the broad-spectrum antibiotics. In older patients with 
purulent sputum, when a mixture of pneumococci and H. influenze is 
often found, ‘crystamycin’ (one dose of which contains 500,000 units of 
penicillin with 0.5 g. of streptomycin) twelve-hourly intramuscularly is 
often remarkably effective. 

Tetracyclines.—Personal predilection will usually decide the choice of 
tetracycline. Personally I avoid those quickly producing gastro-intestinal 
upset, and whatever one is chosen it is important to reduce the dose once 
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marked improvement is produced. Chlortetracycline probably gives rise to 
more side-effects than oxytetracycline and tetracycline. 

Combined treatment.—In some epidemics I have made use of the syner- 
gistic action of sulphonamide and penicillin, using one of the several 
admirable preparations on the market. I often use suspensions of these 
substances in children, in whom they appear to work much better than 
penicillin alone. The way a practitioner tackles these cases will obviously 
depend upon: (1) the severity of the onset. (2) particular weaknesses of his 
patient, such as preceding chronic infection in bronchi or antra, incipient 
cardiac failure, or a knowledge of slow response to infection. (3) knowledge 
or ‘hunches’ about the types of prevailing organisms in his district. 

Chloramphenicol.—This is the most effective antibiotic in acute chest 
infections (pneumococcal and H. influenze varieties in particular), and it is 
something of a misfortune that this potent agent should be so seldom used, 
because of exaggerated fears of its toxic effects. When penicillin and the 
tetracyclines have failed chloramphenicol is often successful. It is much less 
likely to produce gastro-intestinal upset than the tetracyclines and in cases 
in which a patient has had prolonged diarrhcea from tetracycline medication, 
patient and doctor are only too glad to try chloramphenicol. 

When speed of action is required, as in a cardiac case, chloramphenicol is 
often the agent of choice. It is a personal impression that in pneumonias 
preceded by signs and symptoms suggestive of a virus infection, it is again 
the agent of choice. Atypical chest infections suggest the use of chloram- 


phenicol as a first choice. I never use it for more than five days at a time, and 
never repeat it within a year. An obvious use for it is in cases of chronic 
bronchitis when the practitioner wishes to give courses of a different anti- 
biotic from time to time rather than continuing with the same agent. 


FAILURE TO RESPOND TO INITIAL TREATMENT 

If the patient does not show clear signs of improvement in two or at most 
three days, the general practitioner will—in the absence of bronchial 
carcinoma or myocardial failure or some other factor affecting recovery 
conclude that the infecting organisms are insensitive to the exhibited 
antibiotic, and will change to what he hopes will be a more effective one: in 
most cases a change from penicillin to a broad-spectrum antibiotic. Sputum- 
sensitivity tests are almost useless in general practice in acute chest cases, 
but may be of value in subacute or chronic ones. The usual general prac- 
titioner method of two days on penicillin followed by a broad-spectrum 
antibiotic will deal with all the usual bacteria and most large-particle viruses. 

No present antibiotic will affect the small-particle viruses; influenza 
virus and the adenovirus appear insensitive to all antibiotics, and it is 
doubtful if the course of acute primary virus pneumonia is affected by 
antibiotics. As the viruses of psittacosis and Q fever appear sensitive to these 
antibiotics, however, broad-spectrum antibiotics should be given in ali 
cases of pneumonia which appear clinically to be due to a virus. 





PITFALLS IN THE MANAGEMENT OF 
SPORT INJURIES 


By J. H. S. SCOTT, M.B., F.R.C.S.Ep. 
Senior Lecturer, Department of Orthopedics, University of Edinburgh 


PREVENTION is just as important in the management of sport injuries as in 
any other branch of medicine. The fit, properly trained athlete is much 
less liable to injure himself than the occasional enthusiast. The latter can 
be guarded against himself by timely advice from his doctor. This is most 
true in relation to the active winter sports such as rugby football or ski-ing. 
Anyone who considers himself fit to ski should be asked to support himself 
for a minute with his back against the surgery wall in a sitting position 
with the hips and knees flexed to right angles—but without a chair! Wherever 
possible, protective clothing should be worn and equipment should be of 
the right type for that particular sport. For instance, modern safety- 
bindings save many serious injuries in ski-ing and are a wise investment, 
especially when the sport is conducted abroad. 


GENERAL PRINCIPLES 

Most pitfalls in the management of sport injuries occur in failing to make a 
complete diagnosis. The episode of injury is so dramatic that, with a few 
exceptions, there is no difficulty in defining which structure is damaged. 
In ligament injuries it is essential to separate the sprain, where the struc- 
ture is in the main intact, from the complete rupture. So much depends 
upon accurate diagnosis that most attention will be devoted to this aspect 
of the problem. It is worth remembering that the only symptoms and 
signs present in every fracture are pain, local tenderness and interference 
with function. Other signs may not be present or may be difficult to assess. 
Whenever this triad is present, x-rays must be taken. 

The fallibility of x-ray examination must next be recognized. At least two 
views of the injured part, in planes at right-angles to each other, must 
be taken. Even this may fail to reveal the fracture, but when a fracture is 
detected it will prevent misinterpretation of the position of the fragments. 

For example, a single view of a fracture of the surgical neck of the humerus may 
suggest that the fragments are safely impacted. A second lateral view, however, may 
reveal that there is in fact no end-to-end contact of the fragments, but that they 
overlap. Occasionally the radiographer may explain that a lateral view is impossible 
because the patient cannot move the arm, which is painful. This problem can be 
solved by taking the lateral view through the patient’s chest with the plate held over 
the outer aspect of the affected arm. 

Most similar situations can be solved in this manner. 
When there is a stress fracture or a crack undisplaced fracture two views may fail 


to reveal the fracture but, if there is pain, localized tenderness and interference with 
function, the injury must be treated as a fracture and the part properly immobilized. 
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Three weeks later further x-rays should be taken with the plaster removed when the 
fracture, or the healing process, will be revealed. 

When there is an injury in the region of a joint and a fracture has been 
excluded the main problem is to differentiate between a sprain or strain 
in which the ligament is in the main intact and, on the other hand, a com- 
plete rupture of the ligament. This is often impossible on clinical examina- 
tion alone, and x-ray examination with the patient anesthetized is required. 
Complete rupture of ligaments, particularly in the knee, warrants early 
surgical repair. It is therefore important to take considerable pains to 
exclude such an injury before embarking upon conservative treatment. 
When x-rays and an anzsthetic are not immediately available, the degree of 
violence sustained at the time of injury and the amount of local swelling 
and bruising on examination may help in sorting the sprains from the 
complete ruptures. This emphasizes the importance of accurate and detailed 
assessment of the patient’s history. 

The injuries described in this article do not set out to be a comprehensive 
list of all possible athletic injuries. They do include, however, certain of the 
injuries that may present problems in diagnosis or management so far as 
the general practitioner is concerned. 


STRESS FRACTURES 
These injuries are the result of the summation of many minor stresses, 
each one not sufficient to produce a fracture in itself. There is therefore no 
single dramatic episode of trauma. In winter when athletes begin to train 
on paved roads or in gymnasia this is an uncommon but recognized type 
of injury. The patient usually presents with a story of pain, particularly 
on weightbearing in the affected region, of insidious onset. Closer question- 
ing, however, usually elicits the fact that he has recently undertaken some 
abnormal activity or has changed his mode of training. On examination the 
single reliable clinical sign is local tenderness over the site of the fracture 
itself. The common sites for the fracture are the shaft of the 2nd metatarsal 
and in athletes the distal two inches (5 cm.) of the fibula. As has already 
been mentioned, an x-ray examination is not completely reliable. Treatment, 
however, presents no problem. The part should be rested and, depending 
upon the length of the history, this should be in plaster if it is a recent 
injury, or simply in efficient strapping if the injury is more mature. Until 
the fracture has united the activities which led to the fracture must be 
restricted or avoided. X-rays taken several weeks after the fracture will 
show the callus of healing. Even at this stage, the fracture itself may be 
invisible, 
SPRAINED ANKLE 

This is a common diagnosis, but it should be remembered that it is an 
easy diagnosis to make in the presence of an undisplaced fracture of the 
fibula, An x-ray, in two planes at right-angles to each other, is therefore 
essential. In point of fact, a fracture will often be easier to manage than 
a sprain, but the risk here is medico-legal and a real one. 
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When a fracture has been excluded the next essential is to differentiate 
between a sprain of the ligaments and a rupture. The commonest injury 
is the result of forced inversion and adduction of the foot resulting in 
injury to the lateral ligament of the ankle, usually the anterior fibulo-talar 
band. It is virtually impossible to differentiate between these two degrees 
of damage on clinical examination, whatever the stage at which the patient 
is seen. In order to establish the complete diagnosis an x-ray must be taken 
with the foot in forced inversion. Where there is still pain and tenderness, 
this must be done under an anesthetic. The problem therefore is to decide 
which patients require this examination. Again a careful history will in- 
dicate by the amount of violence sustained and the amount of swelling and 
bruising locally whether or not it is likely to be a complete rupture. It is 
probably safer to take many unnecessary x-rays than to miss a severe 
rupture. Complete rupture is best treated by immobilization of the ankle 
in a below-knee walking plaster for six to eight weeks. When there is a 
sprain without serious damage to the ligament the treatment in the first 
twenty-four hours is often most important. At this stage local cold com- 
presses followed by firm bandaging, elevation of the limb, and complete 
rest will pay dividends. Thereafter the ankle should be efficiently strapped 
and for the first few days rested to the extent of having the patient use 
crutches. Local anzsthesia and early use of the part are not advocated at 
this stage in the treatment. Indeed, local anzsthesia has very little part 
to play in ligament injuries except occasionally as an aid to diagnosis. 

Whenever an athlete has sustained a significant sprain of the ankle he 


should, particularly in the so-called ‘body contact’ sports, always have the 
ankle protected by strapping or a firm non-stretch bandage whenever he 
plays games for the remainder of that season. This will prevent re-injury 
and chronic disability. 


RUPTURED TENDO ACHILLIS 

This lesion is often not diagnosed until several weeks after injury, probably 
because it is not common and is not suspected. Classically it occurs in the 
active early middle-aged patient, but it can affect the young athlete. The 
story is typical—of sudden pain behind the ankle during sport. Occasion- 
ally there may be two episodes of premonitory strain followed by complete 
rupture. The activities most often associated with this injury are squash, 
tennis, badminton and Scottish country dancing. 

On examination in the early stages the classical findings of an indentation 
over the tendon about 1 inch (2.5 cm.) above the heel and excessive passive 
dorsiflexion of the ankle may be difficult to elicit because of swelling 
and pain. A useful test has been devised by Campbell Thomson of New 
York which is very helpful at all stages following the injury. 

This is known as the ‘squeeze test’ and is performed with the patient kneeling on 
a chair with his feet dangling over the side. The calf is squeezed from side to side 
between the finger and thumb at a level half way between the knee and ankle. On 
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the uninjured side this results in plantar flexion of the foot. On the injured side no 
movement takes place, and the contrast with the normal side is striking. 

When a complete rupture is present the tendon should be repaired as 
soon as possible. Delay in the diagnosis, however, does not preclude 
repair of the tendon. Ruptures of the plantaris tendon, which were thought 
to be common, are probably, in actual fact, partial ruptures of the bellies 
of the gastrocnemius muscle and this does not present an indication for 
surgery. Pain is higher in the calf and tenderness is localized to the lower 
end, usually of the medial belly of the gastrocnemius. The patient can 
be made considerably more comfortable by raising the heel of the shoe 
on the affected side by 1 inch (2.5 cm.) and here, in contradistinction to 
ligamentous injury, infiltration with local anesthetic and hydrocortisone 
can play a useful role. 

INJURIES TO THE KNEE 

The knee, unlike the ankle with its deep bony mortice and the hip with 
its ball and socket configuration, has all the stability of a golf ball balanced 
on a golf tee and is almost entirely dependent for stability upon the integrity 
of the ligaments and the muscles which control that joint. It is therefore 
particularly important that people who are going to participate in the more 
strenuous games and sports should not do so until the muscles controlling 
the knee are in good condition. Fractures about the knee are uncommon 
in sport, whereas injuries to the ligaments and cartilages are common. A 
more than tentative diagnosis can be made from the history of the injury, 
and the following points differentiate between injuries to the semilunar 
cartilages and the collateral ligaments. In a cartilage injury the patient 
injures the joint himself without any external violence, whereas the liga- 
ments usually rupture as a result of some form of external violence. The 
mechanism in a cartilage injury includes rotation with the knee flexed, 
whereas a ligamentous injury is the result of forced abduction or adduction 
of the straight leg. In an injury to the cartilage resulting in significant 
displacement the patient is seldom able to continue the game, whereas a 
sprain or strain of the medial or lateral collateral ligament without rupture 
does not always prevent the patient from continuing the game. Both injuries 
are followed by swelling about the knee, and in both the pain ig localized 
to the site of damage. In cartilage injuries the tenderness is localized 
to the joint line whereas the tenderness in ligament injuries is distributed 
along the length of the ligament involved. 

Other signs are less easy to assess and are less reliable. Following a 
cartilage injury there may be episodes of the knee giving way and locking. 
The greatest care must be taken in assessing what the patient implies 
by the statement that his knee has locked. In a meniscus lesion locking 
infers that there is a block to full extension of the knee whereas flexion is 
relatively full and free. Meniscus injuries are not such an urgent problem 
in the early stages because a knee so damaged does not suffer if diagnosis is 
delayed for a few days or even a week or two. In fact, the picture is often 
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clarified by such a delay. In injuries to the ligaments of the knee, however, 
it must be decided at a very early stage whether here, as in the ankle, 
there is a sprain or a complete rupture of one of the collateral ligaments 
with or without an accompanying injury to one of the cruciate ligaments. 
Again a careful history can be of some assistance. If on examination there 
is swelling about the knee which is found to be caused by an effusion 
in the joint, the prospect that this is a sprain and not a rupture is good. 
If, however, there is marked swelling about the knee with bruising and 
no obvious fluid within the joint the implication is that the capsule and 
synovial lining of the joint have been ruptured at the same time as the 
ligament and that the effusion has escaped into the soft tissues. If it is 
possible to obtain any abduction or adduction of the tibia on the femur 
with the knee straight, depending upon the direction of the original violence, 
then all steps must be taken to confirm or refute the diagnosis of complete 
tear. This will, of course, entail an x-ray under anesthesia in the early stages 
or x-ray without anzsthesia if the diagnosis has been delayed. Most 
authorities agree that such complete rupture should be repaired by operation, 
if possible within a week to ten days of injury. 

Cartilage injuries are uncommon in females and the typical history of a 
medial meniscus tear in a female should never be accepted without careful 
scrutiny. An episode of the knee giving way followed by swelling and pain 
on the inner side may, in fact, be due to a momentary lateral dislocation 
of the patella. On examination there will be swelling and tenderness on 
the medial side of the knee not confined to the joint line. In the early stages 
there will also be bruising in the same area. This is diagnostic of displace- 
ment of the patella and is due to tearing of the retinacule of the patella, 
which is inevitable if the bone is to displace. Lesions of the meniscus 
never result in superficial bruising as the blood-stained effusion is con- 
tained within the capsule of the knee-joint and does not appear on the 
surface. The old adage of ‘Never trust a woman’ is never more apt than 
in relation to possible cartilage injuries in the knee. The knee should 
always be x-rayed in any injury to exclude the possibility of loose bodies 
due to osteochondritis dissecans. 

Effusions in the knee are common after such minor injuries as con- 
tusions without gross damage to cartilages or ligaments. When an effusion 
is present, whether it be due to such a minor injury or after surgery for a 
meniscus lesion, it is best treated by a compression bandage, restricted 
weightbearing and intensive quadriceps exercises. The classic compression 
bandage is the Robert Jones bandage, but this is not often a practical 
procedure to adopt as it is bulky, difficult to apply and difficult to maintain. 
A perfectly adequate compression bandage can be achieved by the applica- 
tion of two 6-inch (15 cm.) crépe bandages with or without a layer of wool 
between the two bandages. The patient should be instructed to keep this 
firmly applied at all times and warned that if it is too tight his ankle will 
swell and if it is too loose it will fall off! Crépe bandages have the advantage 
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that they are easily applied by the patient and are not bulky, and therefore 
do not interfere with clothing, particularly trousers. The patient should be 
instructed to be on his feet as little as he can and at all times to elevate the 
limb whenever it is convenient. 


In showing the patient how to perform his quadriceps exercises it should be em- 
phasized that the knee must be absolutely straight all the time, otherwise the vastus 
medialis muscle will not contract. With the leg quite straight the patient lifts it to 
45° and no more and holds it there for a count of three and then slowly lowers the 
leg to the bed. He should perform this exercise at least after every meal and ideally 


hourly if he is in bed. 


SLIPPED UPPER FEMORAL EPIPHYSIS 
In adolescence a history of an injury and pain about the knee may be 
followed by a ‘negative’ examination of the knee itself. In such circum- 
stances the hip must be carefully examined to exclude a slip of the upper 
femoral epiphysis. The clinical findings in this injury are virtually the 
same as those found in fracture of the neck of the femur: the limb falls 
into external rotation and adduction with some shortening. The earliest and 
simplest sign to seek is an increased arc of external rotation of the hip 
when the patient is examined lying supine. In the normal person there is 
almost equal internal and external rotation when the extended leg is ‘rolled’ 
on the couch. Whenever there is an increase of external rotation at the 
expense of internal rotation the patient must be x-rayed: two views must 
be taken, as the slipping of the epiphysis will be more evident in the lateral 
view. The injury usually occurs about puberty and in children who are 
excessively fat. It must be remembered, however, that this injury occurs in 
apparently normal children and also that puberty can occur at a wide 
variety of ages and even as late as the middle twenties in some males. The 
history may be an insidious one or may be an acute one. Whenever there is 
any doubt about the diagnosis, it is always best to resort to a careful x-ray 
examination, particularly with good lateral views of the hip. Finally, it 
must not be forgotten that not infrequently the condition is bilateral. 
Successful treatment depends entirely upon early diagnosis before slipping 
has proceeded to any marked degree. 


MALLET FINGER 
This is the result of avulsion of the long extensor tendon from the base 
of the distal phalanx. There is a characteristic flexion deformity at the distal 
interphalangeal joint with the loss of active extension. The avulsion of the 
tendon may or may not be accompanied by avulsion of a fragment of 
bone from the base of the phalanx. The results of treatment in respect of 
the flexion deformity are so disappointing that the first decision to take is 
whether or not treatment should be attempted. This decision rests on the 
occupation and recreations of the patient. Conservative treatment entails 
splinting the finger with the distal joint in hyperextension for six weeks 
without a moment’s interruption. This,is difficult to maintain and there is 
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a growing body of opinion that to be effective treatment should probably 
be operative. It is worth remembering that, despite the lack of extension 
at this joint, good function may result although the appearance leaves 
something to be desired. 


OTHER FINGER INJURIES 

Minor injuries, dislocation of interphalangeal joints and sprains of inter- 
phalangeal joints are common in sport. The main problem here is the 
tendency to over-treat the injury. The same is true of minor fractures of 
the phalanges. If immobilization is too prolonged the result is permanent 
stiffness of the interphalangeal joints. In particular, immobilization in the 
position of full extension of the interphalangeal and metacarpo-phalangeal 
joints should be avoided at all costs. Patients should be warned, and 
reassured, that swelling of the injured finger joints persists for a long time, 
often a year, but that it need not interfere with function. Active use of 
the hand as soon as possible is important. In the early stages the injured 
hand should not be allowed to hang by the side, but should be supported 
in a high sling when the patient is erect and be elevated when the patient 
is sitting. The latter can be more easily achieved by sitting in a low chair 
with the arm resting on a cushion on a table beside the chair. All this 
time the patient must continue to exercise all uninjured parts of the hand 
and the injured part as much as he can tolerate. 


STRAINED WRIST 
In contrast to injuries to the finger, it is better to over-treat than neglect 
this injury. It has often been stated, but never too often, that a sprain 
of the wrist should never be diagnosed until a fracture of the scaphoid has 
been excluded. When the patient has sustained a dorsiflexion type of injury 
as in falling on the outstretched hand or in handing off at rugby football, 
and when the patient complains of pain in the wrist with tenderness on the 
radial side of the wrist, particularly in the anatomical snuffbox, that patient 
has sustained a fracture of the scaphoid whether or not an x-ray shows such a 
fracture. The wrist should be immobilized in a scaphoid plaster. This plaster 
extends from below the elbow to the finger metacarpal necks with the 
proximal phalanx of the thumb included. The thumb should be in such a 
position that the index finger opposes to it. When a definite fracture has 
been demonstrated the patient must be warned that he will have to wear 
the plaster for at least eight weeks and possibly longer, and he must be told 
to return at once if the plaster becomes loose, to have the plaster reapplied. 
If the diagnosis is in doubt the plaster should be removed after three weeks 
and fresh x-rays taken. At this time sufficient absorption should have 
occurred about the fracture to make it obvious. When there is no fracture 
the plaster may be discarded and the wrist will have taken no harm. Despite 
its evil reputation a fracture of the waist of the scaphoid will unite given a 
reasonable chance. Instances have been recorded of fractures uniting 
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when there has been a delay of as much as a year between injury and the 
start of treatment. 

Non-specific sprains of the wrist do occur and are best treated by the 
support either of strapping or of firm bandaging and restricted use of the 
wrist in the early stages. If symptoms are persistent the possibility must 
be considered of such pathological entities as de Quervain’s syndrome, 
Keinboch’s disease of the lunate, or derangements of the triangular fibro- 
cartilage between the distal end of the ulna and radius. 


TENNIS ELBOW 

There is no easy answer to the treatment of tennis elbow. The first essential, 
however, is to establish the diagnosis. Pain in this region, especially in 
the older age-groups, may be due to referred pain from a cervical spondy- 
losis. It is possible that some of the so-called resistant cases have been 
due to this and it is not surprising that there has been no response to local 
treatment. The diagnosis is established by a history of pain in the region 
of the extensor origin of the elbow on use of the hand and arm, particularly 
on gripping. On examination there is localized tenderness in the extensor 
origin over the head of the radius and pain is aggravated by gripping. The 
patient can often lift a small chair with the hand in supination whereas he 
finds it painful to attempt to lift it with the hand in pronation. 

When the symptoms are very acute, the patient is best treated by rest, 
with an arm-sling and the wrist immobilized in dorsiflexion in a ‘cock-up’ 
splint. When the pain is less acute and the tenderness is well localized, 


injection of 25 to 50 mg. of hydrocortisone with local anzsthetic into 
the tender area is often effective. This may have to be repeated at weekly 
intervals for a further two weeks. The elbow should be x-rayed to exclude 
other pathological processes. 


INJURIES TO THE SHOULDER 

Dislocation is a not uncommon injury in sport and the diagnosis of the 
common anterior or subcoracoid dislocation is not difficult. The contour 
of the shoulder is no longer convex and curved but angular with a de- 
pression below the acromion: the so-called ‘spiv’s shoulder’ deformity. 
Reduction usually presents no problems and in the early stages can often 
be performed without an anzsthetic. The shoulder should always be x-rayed 
and the possibility of paralysis of the deltoid should be remembered. In 
fresh dislocations of the shoulder the arm should be carefully immobilized 
for three weeks, particular care being taken to avoid external rotation at the 
shoulder. This can be achieved by placing the arm in a sling, with a 6-inch 
(15 cm.) domette bandage over the affected arm and sling, so as to hold the 
arm against the trunk and prevent it rotating. This is the best insurance 
against recurrent dislocation of the joint. Thereafter the shoulder must be 
remobilized by active exercises, passive movements being avoided at all 
times. 
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Fortunately posterior dislocation of the shoulder, which is difficult to 
diagnose, is uncommon in sports. The head of the humerus displaces 
backwards and not downwards so that the contour of the shoulder is almost 
normal. Even an antero-posterior x-ray may not reveal the displacement: 
a lateral view should be requested if any doubt exists. 


INJURY TO THE ROTATOR CUFF 

Complete rupture of the rotator cuff is rare in young adults, although defects 
in the structure are common in the elderly. The problem is to differentiate 
between a sprain and a complete rupture of this structure. The mechanism 
of the injury is often forced adduction of the arm which is held in abduction. 
This usually occurs as the patient tries to save himself as he falls. When 
there is complete rupture of the rotator cuff the patient cannot initiate 
abduction. In the early stages the difficulty is to know whether this inability 
to abduct is due to rupture or due to the pain as a result of the injury. 
When there is any doubt the diagnosis can sometimes be clarified by in- 
jecting the tender area with local anzsthetic. If, when the pain is abolished, 
the patient can abduct the arm, a sprain may be diagnosed. If, however, 
the patient cannot abduct when the pain has been abolished, then complete 
rupture of the rotator cuff is present, and operative repair should be advised. 

When a rupture has been excluded, it is a common mistake to over- 
treat a painful shoulder. In the early stages rest is indicated and is usually 
best achieved by a sling rather than by collar and cuff, but as soon as the 
shoulder is reasonably comfortable, within a week, active exercises should 
be instituted. If the patient is allowed to remain with the arm adducted 
and internally rotated capsular adhesions will occur and the patient will 
soon present the picture of a ‘frozen shoulder’. Once this is established it 
is extremely difficult to treat. In the early stages of remobilization gravity- 
assisted exercises are useful. They are performed by the patient leaning 
forwards supported by his sound arm on a table. The injured limb is 
allowed to fall into flexion. In this position it is swung backwards and for- 
wards from side to side. In this position the patient will tolerate considerably 
more movement than when in the erect position because gravity now assists 
rather than hinders motion. 


HEAD INJURIES 
Concussion is not a common injury in sport. When it is likely to happen 
protective headgear should be worn. Whenever it is encountered, however, 
it should be taken seriously. If the practitioner arrives to find the patient 
still unconscious, his first anxiety is to ensure that there is a free airway. 
This is achieved by turning the patient prone and making sure that his 
tongue is not obstructing the air passages. His next duty is to ascertain and 
record the level of consciousness of the patient. At the one extreme the 
patient will not respond to painful stimuli; at the other he will be almost 
completely orientated in time and space. Whenever the patient has been 





THE MANAGEMENT OF SPORT INJURIES 779 


unconscious for more than a few minutes he should be admitted to hospital 
for observation. If he is transferred to nospital, it is extremely helpful 
if a note of the level of his consciousness at the time of initial examination 
is sent with the patient. It can be recorded objectively by the response to the 
stimuli of pain, simple commands and questions about the patient’s name, 
the date, time and place of injury—in that ascending scale. 


For example: ‘Does respond to pain, can obey simple commands such as “stick 
your tongue out”’ but cannot answer any question’. 


It will then be easy for whoever examines the patient in hospital to deter- 
mine whether the patient’s level of consciousness is improving or deteriorat- 
ing. In the normal course of events, the patient steadily improves without 
treatment. If, however, he does not improve or the level of consciousness 
deteriorates appropriate measures can be taken. 


INJURIES TO THE SPINE 
Prevention is better than cure. In the more robust sports such as rugby 
football it is a great mistake to allow youths of slender build tc become 
involved in, for instance, the front row of the scrum. Intelligent selection 
of the right build for the right job is vitally important in such instances. 
Simple sprains and strains usually respond to a few days’ bed rest. When 
they do not do so it is usually best to seek further advice. The after-care of 
such back sprains and strains is important. The patient should sleep on a 
firm bed that does not sag. He should be warned to avoid undue stooping 
and be taught to pick up objects by bending the knees and keeping the back 


straight. He should also be taught to lift by the same technique, using his 
thighs rather than his back muscles. Posture when sitting should aiso be 
carefully watched, slouching should be avoided at all times, and it should 
be emphasized that this is a particularly dangerous posture to adopt when 
in a car or bus. Going over a bump in this position may result in serious 
damage to an already injured spine. These remarks apply to patients 
suffering from backache from almost every cause. 


SUMMARY 
The general practitioner can deal with many sport injuries very adequately 
in his surgery. When he suspects a more serious injury and has not the 
facilities to deal with it himself, it is a great help to the orthopedic surgeon 
if the patient is referred as early as possible after injury. 


I am obliged to Dr. T. Campbell Thomson for describing his test to me and allowing 
me to mention it. 
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Our experience in this Centre over a period of more than thirteen years 
is that about thirty per cent. of the traumatic cases who were admitted were 
suffering from the consequences of an injury to the cervical spine. As the 
standard of treatment these patients receive in spinal injury units has 
improved considerably, many of them survive and are finally discharged 
home. These patients fall into two main groups: (a) the flexion fractures 
and fracture-dislocations; (b) the hyperextension injuries with considerable 
differences in the neurological features and the final clinical picture. 


FLEXION FRACTURES AND FRACTURE-DISLOCATIONS 

The first group includes the patients who are involved in an accident 
at work. They are mainly in the third and fourth decades of life, and they 
may incur their injury when a weight falls upon them and brings the neck 
into forcible hyperflexion or vertical compression, or they may fall from 
a height with a similar effect. This mechanism of injury produces either 
a forward dislocation of an upper vertebra on a lower one (usually the 
sixth on the seventh cervical or the fifth on the sixth), or a com- 
pression fracture of a vertebral body, again often either of the sixth or of 
the fifth cervical, with a dislocation of the upper vertebra and a spread of 
fragments in all directions. The resulting damage to the nervous 
system is a transverse lesion of the spinal cord and also a severance or 
contusion of the nerve roots which leave the spinal canal at the level of the 
fracture-dislocation. The great majority of these patients suffer neurologic- 
ally complete lesions; although there may be some recovery of the nerve 
roots, the transected long tracts of the cord never recover. 

The most common clinical picture is as follows. The patient’s legs, 
trunk and intercostal muscles are paralysed and there is loss of appreciation 
of all forms of sensation from the nipple line downwards. The urinary 
bladder is paralysed, with retention of urine. As to the upper limbs, the 
patients with a lesion so high as to paralyse their shoulder muscles and the 
elbow flexors, pronators and supinators (C.5 segment) are in a very precarious 
state; many of them die from respiratory complications. Only a few survive 
and are finally discharged, and even they are incapacitated to such an 
extent that only very few homes can secure them adequate care. Other 
patients, whose shoulder-girdle muscles and the elbow flexors, pronators 
December 1960. Vol. 185 (780) 
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and supinators are preserved, but whose elbow extensors, wrist extensors 
and wrist flexors are completely or partly paralysed (C.6 or C.7 segment), 
often recover a lot of power in these muscles and most of them are discharged 
home in the end. They have no real grip in the hands owing to the paralysis 
of the finger flexors and the small muscles of the hand, but they ultimately 
develop a lot of trick movements which make life bearable. 


HYPEREXTENSION INJURIES 

The other group of patients, mainly over fifty years of age, suffers, from 
the consequences of a forcible hyperextension of the cervical spine. Many 
of them give a history of a fall from a bicycle on to the face, or down a 
staircase when visiting a toilet after a late return home; they often bear 
marks of a facial injury. There is no radiological evidence of a fracture 
or fracture-dislocation of the cervical spine, but osteoarthritic osteophytes 
are to be seen in front of, and at the back of, the vertebral bodies, with 
perhaps one of the osteophytes avulsed from the anterior inferior margin 
of a vertebral body. The antecedent osteoarthritic changes make the 
cervical spine stiff and the spinal canal narrow; forcible hyperextension 
narrows it stili further and causes the cord to be trapped between a de- 
generate disc or an osteophyte in front and the bulging interlaminar ligament, 
the so-called ligamentum flavum, behind (Barnes, 1948, 1951; Taylor, 1951). 
The resulting neurological picture is an incomplete tetraplegia, with more 
motor paralysis of the upper than of the lower limbs and an irregularly 
distributed impairment or loss of sensation both superficial and deep; the 
respiratory embarrassment and retention of urine are only temporary. 
Most of these patients survive the first impact and make considerable 
neurological recovery later. Finally, many of them are able to walk, some- 
times with no support. They display little or no loss of sensation and 
recover good bladder function, but have weak or very weak hands with a 
tendency to secondary stiffness of the joints of the upper extremities. 

There are, of course, exceptions. Some of the flexion injuries are in- 
complete and the patients are finally able to walk; they also recover good 
micturition. Conversely, some of those with extension injuries remain almost 
completely paralysed and have a lot of trouble with their bladder. ‘Taken 
all in all, however, the majority of tetraplegics conform to the clinical 
patterns described. 

SPASTICITY 
After a cervical spinal cord injury patients almost always develop consider- 
ably increased tonus in the trunk and leg muscles which is often associated 
with involuntary contractions of the flexors, adductors and extensors. 
These so-called ‘spasms’ bother the patient more in bed than in a chair 
and are often uncomfortable or even painful. Care should be taken not to 
confuse spasm with genuine pain. Patients with excessive spasticity may 
undergo appropriate surgical treatment in hospital before their final dis- 
charge. There is no effective medication for this sort of spasticity. Mephe- 
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nesin and mephenesin carbamate have been tried in this Centre but had no 
appreciable effect; they often brought about an undesirable drowsiness. 
An increase in spasticity may indicate that the patient’s residual urine has 
increased or that there has been an exacerbation of his chronic urinary 
infection. Such a patient needs readmission to a Centre. 

Spasms in the abdominal muscles have never required surgical treatment 
in our experience. The paralysed muscles of the upper limbs remain flaccid 
in most cases. 

Patients in the extension-injury group have the tonus in the legs in- 
creased, but the recovery or retention of some voluntary motor power helps 
to break the stiffness of th. limbs; tonus in the upper limbs is increased in 
some of these cases and hampers them in their activities. Active and passive 
movements will help to relax the muscles and ward off contractures. 


PAIN 

Patients with flexion injuries do not complain of pain, but some of them 
misinterpret as pain the unpleasant sensation which may accompany the 
spasms in the legs and abdominal muscles. Patients with extension injuries 
often complain of pain in the shoulders, arms, elbows and hands and try 
to avoid active movements of the painful limbs. This is an entirely wrong 
attitude; they ought to move the affected limbs and also have them moved 
passively as much as possible, lest the joints should become stiff owing to 
the secondary changes in the joint capsules and around them; physiotherapy 
in a nearby hospital is beneficial. No medication should be given except 
light analgesics which do not lead to addiction. 

Should a tetraplegic patient suffer from acute pain of an origin not 
connected with his tetraplegia, he deserves the same treatment as a non- 
paralysed individual. 


AUTONOMIC HYPERREFLEXIA 

This syndrome is very common in the patients with flexion injuries and 
consists mainly of a severe headache sometimes accompanied by pain at the 
site of the spinal fracture, profuse perspiration, goose skin and patchy 
reddening of the skin above the level of the sensory loss. The phenomenon 
is a result of hyperexcitability of the sympathetic system and the stimulating 
impulses originate from the distended urinary bladder or bowel; introduc- 
tion of a finger into the rectum may produce a similar effect. 

Autonomic hyperreflexia of minor degree is of little importance and the 
patient tolerates it well. As a major clinical manifestation, however, it 
is a signal that either the bowel or the bladder has become distended. Should 
constipation be to blame, liquid paraffin and mild laxatives should be 
administered to avoid impaction of feces. Should there be a suspicion 
that the patient’s bladder is at fault, and that his residual urine and in- 
fection might have increased, he requires readmission to a Centre for 
assessment of his bladder function. Retention of urine due to a blocked or 
displaced catheter is attended to by changing it. 
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PRESSURE SORES AND POSITION IN BED 
Pressure sores occur in the early stage of paralysis in patients who are not 
given adequate care. Hypoproteinemia and anemia due to the metabolic 
reaction to trauma, loss of vasomotor control, neglect in turning the patient 
in bed, and soiling and maceration of the skin by urine and faces, are the 
main factors contributing to their formation. The location of sores is typical 
and closely related to 
the underlying bony 
prominences. Continu- 
ous nursing of the 
patient on his back 
produces an ulcer over 
his sacrum and os cal- 
cis ; nursing on his sides 
has a similar effect over 
the greater trochanters, 
the lateral aspects of 
the upper femurs and 
the lateral malleoli, and 
sitting produces ulcers 


Fic. 1.—The thin scars trom the pressure sores preclude OV€T the ischial tuber- 


this patient from lying on his back (the sacral sore) osities. These ulcers 
on his sides (the trochanteric sores) and from sitting 
(the ischial sores). He is nursed in the prone position may be deep and ex- 


which leaves the affected areas free from pressure by . : . 
weightbearing. The scars will be excised and covered tensive and jeopardize 
with full-thickness skin flaps transposed from the freedom of position in 


pagbourng arm, than enabling she pesent so Hen the patient's future life 

(fig. 1). They require 

a highly specialized treatment; in the final stage they may need excision 

and transposition of a healthy, so-called full-thickness skin from the adja- 

cent area. This might be unnecessary if the scar is superficial or if a deep 
scar becomes surrounded by a thick pad of subcutaneous fat. 

If there are no precarious scars after sores, or the patient’s skin has 
remained free from sores all the time, he can be safely nursed intermittently 
in any position and no breakdown of the skin will occur. The local medical 
officer of health will provide a four-inch-thick Dunlopillo mattress. Most 
patients prefer to turn from side to side when in bed; the skin over the 
ischial tuberosities and that over the sacrum does enough weightbearing 
when the patient is up in his chair during the day. Should the patient bave 
been discharged home with a thin scar, his position in bed should be 
arranged so that no weightbearing, either when sitting in a chair or when 
lying in bed, is taken up by the area of skin with diminished resistance to 
pressure. In a few cases, in which all the weightbearing areas are in a 
precarious state, the only solution may be to nurse the patient overnight in 
the prone position, with his genitalia, pelvis, knees and feet left clear in 
gaps between the packs of sectional mattresses, hair or Sorbo. 





784 THE PRACTITIONER 


Most paraplegic patients are provided by the local medical officer of 
health with a hospital-type bed with an overhead pole with a chain and 
handle attached to it. In the case of tetraplegic patients, the chain and 
handle have to be replaced by a canvas sling, and this is used by the patient 
when lifting himself in or out of bed. 

Should a patient display a reddened area over one of the bony promin- 
ences, weightbearing by the irritated area must be discontinued until the 
skin returns to normal. Small ulcers over the lateral malleoli, the inter- 
phalangeal joints and 
infected ingrown nails 
occur often and do not 
require return to hos- 
pital; keeping the 
patient’s feet clean and 
free from pressure 
from a tight shoe or 
boot is the best form 
of prophylaxis. The 
affected leg should be 
kept elevated on the 
horizontal foot-rest of 
the chair; bland dress- 
ings are applied. In 
spite of every care, 
however, it is surpris- 


‘1G. 2.—A Gibbon catheter in position. The catheter consists 
of a continuous P.V.C. tube which connects the bladder 
to a urinary bottle or to a P.V.C. bag. The catheter has 
a pair of flaps attached to it at a distance of 12 inches 

ing how long it may (30 cm.) from the vesical end for a patient who does not 

; r tend to have priapism, and 14 inches (35 cm.) for 

take a small sore to a paraplegic or quadriplegic patient whose penis may 
heal. elongate owing to reflex erections. 

Note how easily the flaps are fixed to the penis, behind 

the glans, using one-inch (2.5 cm.) wide ‘elastoplast’; 

the ends of the ‘elastoplast’ should not overlap each 


If a serious ulcer 


forms, the patient re- 
quires immediate re- 
admission to a Centre. 
In some cases break- 


other by more than $ inch (1.2 cm.) so as not to produce 
constriction of the penis and urethra during erection. 
The ends of the flaps have been strapped to the pubis 
to secure a firm fixation. 


down of the skin is not solely a result of neglect: it may indicate deteriora- 
tion of the patient’s general condition or recrudescence of urinary infec- 
tion. After readmission to a Centre, the first thing to do will be to re-ex- 
amine his bladder function and perform intravenous pyelography. 


THE URINARY BLADDER 
Every patient with a complete neurological lesion, and most ef those with 
an incomplete one, go through a period of catheterization; and sooner or 
later the bladder becomes infected. It must be emphatically stated that the 
patient’s expectation of life depends to a great extent upon how well or 
badly his bladder is managed in the early stage of paralysis. A slight degree 
of infection remains permanent in most patients and does no harm to them. 
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The lower the residual urine, i.e. the volume of urine found on catheteriza- 
tion immediately after the act of micturition, the better the chance for the 
infection to subside and remain quiescent. That is why so much effort is 
made in most Centres to eliminate, or reduce substantially, the volume of 
residual urine. Should all endeavours fail, the patient may have to be 
discharged home with an indwelling catheter. 

In this Centre preference is given to the Gibbon catheter (fig. 2), which 
is mechanically and chemically less irritant and connects the bladder direct 


(b) 


Fic. 3.—A hospital-made condom-type urinal. The condom is fixed to the penis by a 
circular piece of ‘elastoplast’ and connected to a P.V.C. tube (a) which leads to a 
P.V.C. bag. The bag is attached to the patient’s leg in the daytime and to the bar of 
the bed at night (b). The condom should be changed daily. Should urine leak between 
the penis and the condom, a spray of ‘nobecutane’ applied immediately before the 
fixation of the condom acts as a glue 


to the bottle thus making a closed-drainage system less liable to contamina- 
tion (Gibbon, 1958). No bladder washouts are necessary; but the catheter 
requires changing regularly with strict aseptic precautions at intervals of 
about a week, the frequency of change depending upon the tendency to 
blockage with organic or mineral deposits. Should a self-retaining Foley 
catheter be used, it requires daily washouts with an aseptic fluid (e.g. 
domiphen bromide, 1 in 2000) and regular changing every two to three days; 
if this be neglected, mineral deposit forms on the inflatable balloon, falls off 
at the time of its deflation and may give rise to bladder stones. 
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A patient who has been discharged with a moderate or high residual 
urine and infection often becomes pyrexial and blames a common cold for 
it; in fact, this is usually a flare-up of chronic urinary infection and may 
indicate spread of infection to the kidneys; antibiotics provide a temporary 
control; another bout of pyrexia, this time more difficult to control, follows 
sooner or later. These patients require readmission to a Centre. 

A regular check on the upper urinary tracts by intravenous pyelography 
is essential; the more severe the residual infection, the more frequent the 
checks. In mildly in- 
fected cases this is 
done every one to two 
years. 

Patients free from 
a catheter are, for 
practical purposes, in- 
continent of urine and 
have to wear a port- 
able urinal by day and 
to sleep with a bottle 
by the penis at night. 

In this Centre, a new 

type of portable uri- PO pe Sa ; 

nal is being intro- Fic. 4.—When in bed, the patient has a bottle by his penis; 
duced (fig. 3), which as his legs are affected by spasms, the bottle may become 


aaa dislodged and urine spilled into the bed. The oblong 
is similar to that used sandbag keeps the bottle firmly in position. 


in a Veterans Ad- 
ministration hospital in the United States (Comarr, 1959). 


This is a P.V.C. bag with a drain leading upwards to a condom fixed around the 
penis by a one-inch (2.5 cm.) wide piece of ‘elastoplast’. It is emptied by removing a 
plug at the most dependent point of the bag. The new appliance is transparent, easy 
to clean and light in weight. 


The bottle by the patient’s body when he is in bed is kept steady by an 
oblong sandbag (fig. 4). 

Patients suffering from the consequences of an extension injury have 
either a normal bladder or precipitancy of micturition; most of them are 
able to reach the lavatory in good time. Those with weak hands may run 
into trouble when undoing their clothes. 


THE BOWELS 
There are no valid reasons why these patients should not use a lavatory. 
The patient first removes the armrest of his wheel-chair and later transfers 
himself on to the toilet seat by engaging his forearm in the overhead canvas 
sling and swinging the trunk sidewards (fig. 5); his legs must be helped 
by an attendant. There is an inflatable air-ring on the toilet seat; the patient 
remains on the lavatory as long as required to set off a reflex motion of his 
bowels. He gets back to his chair by repeating the technique of transfer 
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in reverse. Those who cannot achieve this desirable optimum are trained to 
have their bowels evacuated digitally in bed by an attendant, and they 
continue with the same routine at home. The evacuation is easier, cleaner 
and more complete if the faecal masses are kept solid but not scyballous; 


(a) (b) 


Fic. 5.—This patient has taken off the side-piece of his wheel-chair by the use of his 
elbow flexors, and then placed his forearms in an overhead canvas sling (a). He then 
swings his body on to the lavatory seat; an attendant is helping him to transfer his 
legs (b). 


an overdose of laxative makes the patient incontinent of faces and socially 
less acceptable, whilst fecal impaction may lead to ‘overflow’ incontinence. 

Those with incomplete injuries may recover their normal habits or they 
may need a mild laxative as a routine. 


AMBULATION 
With practice, these patients become very active in their chairs. They apply 
the palms of the extended hands to the handgrips or the tyres of the wheels 
or to both; the combined action of the preserved pronators of the forearms, 
extensors of the elbow and adductors of the shoulder helps them to keep the 
hands steady on the wheels. They push the wheel forward by using mainly 
the extensors of the arm and flexors of the shoulder (fig. 6). They also 
learn how to propel the chair backwards by pushing the wheels in the other 
direction using mainly the extensors of the elbow and those of the shoulder. 
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They are equally efficient in slowing down and stopping the chair without 
applying the proper brakes, but by placing the back of the extended hand 
on the inside of the handgrips and flexing the elbow. In cases in which the 
neurological lesion is asymmetrical, preference is given to the better limb. 
A lightweight modern chair with the large wheel behind and the small one 
in front is easier to operate than the old-fashioned Traveau chair. On the 
whole, these patients have a good sitting balance. Some of them find it 
easier to steady the trunk by placing their buttocks on the very front of the 
seat; on many occasions they let 
their arms hang over the back 
canvas of the chair to obtain a 
firmer stabilization of the trunk. 

Patients suffering from the 
consequences of an extension 
injury are often able to walk 
either with a stick held in either 
hand or in the one which has 
more power and less deformity; 
some of them do not need any 
support at all and even climb 
steps up and down and use pub- 
lic transport. 

If a patient wishes to drive 
an electrically or motor-propelled 
chair on the roads, a recom- 
mendation is issued by a Para- 
plegic Centre and the patient 
undergoes a test at the nearest 
headquarters of the Ministry of 
Health; the combined useful- d 
ness of the upper and lower Fic. 6.—This patient is very efficient in propelling 
limbs is taken into considera- oe vending _ reg oe oo = 

. As grip, 
tion. presses his palms against the wheels by the 
use of the adductors of the shoulder and 
pronators and extensors of his elbow and 


ACTIVITIES OF DAILY then turns the wheels by the use of the 
elbow extensors and the shoulder flexors. 


ERY 


LIVING 
When dressing themselves, tetraplegic patients are more or less dependent 
upon others; on the whole, their activities are slow. They find it difficult 
to fasten buttons and impossible to put on socks, trousers and shoes; they 
cannot apply the portable urinal. When ready, they swing themselves into 
the chair by putting forearms into the overhead canvas sling, while an 
attendant helps to transfer their legs. An hydraulic hoist is available to 
make the procedure easier. But it is surprising to see how independent 
these patients can be. Although they have no genuine grip, they soon develop 
a modified grip: they extend maximally their hands at the wrists and in 
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this way shorten the finger flexors. This movement approximates the fingers 
and the palm to the thumb and enables them to wedge an object between 
these two points; the larger the object the firmer the grip. They often 
push objects with the palm of the maximally extended hand or grip them 


Fic. 7.—The electric shaver is wedged 
between the thumb and the other Fic. 8.—The toothbrush is held and 
fingers of both hands and brought operated in a similar way to the electric 
up to the level of the face; the rest shaver. The grip is firmer when the 
of the operation proceeds by a fingers of the right hand are pressed 
combined action of the arms and from the outside by the palm and wrist 
[the head. of the left hand. 


Fic. 9.—Blowing the nose goes on by Fic. 10,—The ends of the comb are pressed 
pressing a handkerchief or a piece of between the palms of the hands with 
tissue against the face. the wrist hyperextended. 
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between the two palms, or the handled object is carried on the palm of 
the hand in supination. They make much use of pronation and supination 
of the forearm if these movements recover, and of the movements of the 
shoulder. In addition, they often combine the use of the upper limbs with 
that of the teeth and lips; there also exist many tooth-operated gadgets. 


Na ess 


Fic. 11.—The eating device can be fitted Fic. 12.—This patient has placed the handle 


Fic. 


also with a fork. The thumb is left free. 
A similar device could be made to fix 
to the forearm. The food is collected 
from the plate by the use of a pronated 
hand and transferred to the mouth by 
a combination of other preserved 
movements. 


13.—The teacup is wedged 
between the palm and fingers on 
one side and the thumb inserted 
through the hole of the handle on 
the other. The grip on the cup can 
be helped by the use of the other 
hand. 


of the spoon (the same can be done 
with a fork) under the palm of the 
pronated hand; the thumb serves as 
a fulcrum to balance the full spoon. 
The food is carried to the mouth by 
a similar combination of movements as 
when an eating device is used. 


Fic. 14.—The tube is held between 
the thumbs and palms of both 
hands; the cap is gripped between 
the teeth and unscrewed by rota- 
tory movements of the hands. 
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Tetraplegic patients can operate taps by pushing them with a palm. They 
can wash themselves, use an electric shaver (fig. 7), clean their teeth with 
a brush (fig. 8), blow their nose (fig. 9), and comb their hair (fig. 10). They 
are able to feed themselves using a spoon or fork fitted to a hand attach- 
ment (fig. 11) and also without it (fig. 12), provided the food can be cut 
with the edge of the spoon and has been pre-cut for them if tough. They 
can carry a cup to the mouth without spilling its contents (fig. 13). They 


(b) 

Fic. 15.—The box of cigarettes is opened by holding it with one hand and pressing the 
bottom with the thumb or finger of the other. The cigarette is taken out by the use of 
the lips (a). The second stage, lighting, is effected by wedging the lighter between the 
thumb and the index of both hands (b); a sudden pressure releases a spark. 


(b) 
Fic. 16.—The envelope is held with both palms; a corner is torn away by the use of 
teeth (a). The patient proceeds by placing the index finger inside the envelope and 
tearing open one side (b). 
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know how to unscrew caps of tubes by a combined action of hands and teeth 
(fig. 14), and they are able to pick up objects from the floor and coins from 
their pockets. They can handle a cigarette box, take a cigarette out of it and 
place it in the mouth, whilst the cigarette lighter is operated by a combined 
action of both hands (fig. 15). They can write using a pencil with a large 
handle or even use a typewriter. They can hold a book, turn pages and also 
open letters (fig. 16). 

There is no limit to their learning of other functions. Much depends 
upon their personality, cooperation and willpower. They imitate one 
another and are very inventive, and the activities in the occupational therapy 
department help them a great deal in this respect. 

It is important to realize that the aim of spinal injury units is not merely 
to preserve the life of these unfortunate individuals for as long as possible 
but to rehabilitate them, both physically and psychologically, so that they 
can return to their own homes in relative comfort and there enjoy social 
intercourse, intellectual pursuits and physical activity within the limitations 
imposed by their paralysis. 


EXPECTATION OF LIFE 

In the case of the neurologically complete lesions, the figures from this 
Centre show that uremia is the most common cause of death in the late 
stage of disease. The longest survival was that of one of our patients who 
lived for thirteen years. Blood urea and non-protein nitrogen show an 
appreciable rise only in an advanced stage of destruction in the renal 
parenchyma. The most dependable examination is intravenous pyelography ; 
this shows either hydronephrosis or impairment of concentration of the 
contrast medium, or both, in a comparatively early stage of the urinary 
infection when the changes can still be arrested or even reversed. This is 
why these patients undergo periodical examinations of the upper urinary 
tracts. Some of the patients show a poor adjustment to the changed type 
of respiration and do not tolerate well intercurrent infection of the respira- 
tory tracts. One patient died from broncho-pneumonia a few days after his 
discharge from this Centre. 

The incomplete lesions may be more accident prone than a non-paralysed 
man. They die mainly from causes unrelated to the neurological deficit. 

I take the view that it is premature to try to establish the span of life of a 
tetraplegic patient. It is only in the last decade that these patients have been 
receiving adequate treatment from the very beginning of their disablement. 
Only the next ten to twenty years will show how long a well-managed 
tetraplegic patient may survive. 
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CORTICOSTEROIDS AND THE 
NEPHROTIC SYNDROME 


By GAVIN C. ARNEIL, M.D., Px.D., M.R.C.P., F.R.F.P.S. 


From the Department of Child Health, University of Glasgow, and the Royal 
Hospital for Sick Children, Glasgow 


Tue following query from a reader was recently submitted to me by the 
Editors of The Practitioner. 

‘I would like to know the latest views on the rationale of giving cortisone and 
hydrocortisone compounds in the treatment of renal disease. Is the use of such 
compounds in the nephrotic syndrome based upon their action in antagonizing the 
effects of ADH (on which principle the Kepler’s test is based)? If so, why should 
withdrawal diuresis occur? 

I should be grateful if you could let me know the present views on the usefulness 
or otherwise of these compounds in the nephrotic syndrome and acute nephritis’. 

In 1951, cortisone and corticotrophin treatment of nephrosis became 
popular. At this time a short period of high dosage was given, followed by 
abrupt cessation of treatment. This was intended to simulate a natural acute 
infection. It was hoped that diuresis would occur following withdrawal of 
treatment and this happened in a minority of cases. It was later found that 
diuresis occurred more consistently if the treatment were continued and not 
stopped abruptly and the former method of treatment has fallen into disuse. 
Since 1955 prednisolone has been used, being much more active relative to 
sodium-retaining properties than in the case of either cortisone or hydro- 
cortisone. Corticotrophin requires to be given by injection and probably 
has no advantage over oral prednisolone therapy. Two newer compounds, 
triamcinolone and dexamethasone, are as effective as prednisolone but 
produce many worrying side-effects when used in sufficient dosage. These 
side-effects are gross obesity, hirsutism, muscle wasting and strie# of the 
skin. For this reason prednisolone is thought to be the optimal steroid at 
the moment. 


MODE OF ACTION 
Effective steroid treatment has two principal actions. The cause of diuresis 
is certainly not a rise in the serum albumin level. Water diuresis coincides 
with release of sodium and chloride, the output of which may be increased 
from a few milligrams daily to several grammes a day. It is presumed that 
this release of water and electrolytes is related to depression of endogenous 
aldosterone and vasopressin (ADH) output. The reduction in proteinuria is 
much more significant and is more difficult to explain. One suggestion is 
that many cases of the nephrotic syndrome are related to an abnormal 
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antigen/antibody reaction and that steroid therapy interferes with this 
immunological process and protects the basement membrane and the 
glomerulus from further damage. This allows healing to take place and 
steroid therapy is regarded as a form of ‘umbrella’ protecting the kidney for 
as long as the steroid is given in sufficient dosage. 


INDICATIONS 

Steroid therapy has a definite place in the treatment of the nephrotic syn- 
drome. The best results are obtained in children and when hematuria, 
hypertension and uremia are absent one would advise treatment of all 
suitable cases. There can be no doubt that in these cases steroid treatment 
produces diuresis within two weeks and in many instances proteinuria is 
greatly reduced in the like period. The biochemistry of the plasma then 
returns to normal and many patients remain asymptomatic. In a few 
patients a relapse of proteinuria occurs and further courses of steroid are 
indicated. It is important that patients receiving large doses of these steroids 
should take a low-sodium diet and that the calorie intake should be reduced 
in order to slow development of obesity. If bacterial infection is present or 
supervenes it should be treated promptly. Prophylactic antibiotic treatment 
is not essential. Details of a suitable regime are shown in table I. 





Type of cese.—Ideally no uremia, hypertension or hematuria. 

Dietetic therapy.—Diet to contain less than 2 g. of sodium; calorie intake restricted 
and protein content high. 

Steroid therapy.—Prednisolone: initial dosage 60 mg. daily, scaled to 20 mg. daily 
after one month and gradually reduced over a period of three to six months thereafter. 
Diuretic treatment.—Chlorothiazide, in dosage of 2 to 4 g. daily, may relieve edema 
but not proteinuria. Supplementary potassium chloride, 4 g. daily, is essential. 
Mercury is contraindicated. Spironolactone may prove of value. Diuretic treatment 
used only if steroid therapy fails or is contraindicated. 

Antibiotics.—Bacterial infection before or during steroid treatment is treated with 
full doses of the appropriate antibiotic. Prophylactic antibiotic treatment is 
unnecessary unless a tendency to relapse following intercurrent infection is noted. 











Tas_e I.—Synopsis of treatment of the nephrotic syndrome. 


In adults, and when hematuria, hypertension or uremia is present, 
steroid treatment is unlikely to be so successful, whereas suitable cases in 
childhood nearly always have a remission on steroid therapy and the eventual 
recovery rate is thought to be 85 per cent. In adults improvement is noted in 
a smaller proportion and recovery occurs in a small minority. Naturally the 
presence of an underlying primary disease such as polyarteritis, renal-vein 
thrombosis, malaria or chronic glomerulonephritis carries a bad prognostic 
significance. The congenital type of nephrosis presenting in early infancy 
is lethal. 

Steroid treatment is not of any benefit in treating acute hemorrhagic 
nephritis and is potentially harmful. 





GENERAL PRACTITIONER 
CLINICAL TRIALS 


TRIAL OF AN ANTI-VIRAL AGENT 


“VirUGON’ (Bayer) (also known as ‘flumidin’ in Scandinavia) is a combination 
of a biguanide (N!, N!-anhydrobis-(8-hydroxyethyl) biguanade-HCl) with 
small doses of methscopolamine and methatropine. Following screening of 
a large series of biguanides in experimental virus infections in animals, this 
particular compound was found to be effective in giving some protection to 
mice infected with influenza virus. 


SCOPE OF INVESTIGATION 

Six general practitioners took part in this trial, to test the effectiveness of 
‘virugon’ in the treatment of various virus infections and also as a prophy- 
lactic for colds and influenza. The trial was divided into two parts. Part A 
embraced the treatment of virus infections such as the exanthemata, herpes 
zoster and labialis, and ‘winter vomiting disease’. Part B consisted of 
prophylactic treatment of patients known to suffer from repeated attacks 
of colds and influenza. Treatment was started as soon as possible after the 
onset of symptoms, and continued until the patient was better, or until it 
was apparent that the treatment was having no effect. In part A of the trial, 
alternate cases were either treated or untreated, the latter acting as controls, 
and so far as possible these cases were matched. In part B, records were 
made of the number of times the drug was taken prophylactically, with the 
number of attacks which subsequently developed. 

In both parts of the trial, the dose for adults was two tablets, of 100 mg. 
each, thrice daily, with proportionate reduction for children. Children 
under the age of one year were excluded from the trial. 


RESULTS 
Part A.—Thirty cases of virus infections were treated with ‘virugon’, and 
compared with 19 control cases. The only two exanthemata prevalent during 





Treated | Cont-ol 
| 





Chickenpox 15 
Mumps ‘ 12 
Herpes zoster 21* 
Herpes labialis 7 
Winter vomiting disease 4 











*One case only 


Tape I.—Mean duration (in days) of the diszase ih patients treated with ‘virugon’ and 
in controls. 


the trial were chickenpox and mumps. The mean duration of the infections 
treated, and of the control cases, is shown in table I. 
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The majority of these patients were treated for four to six days. Except 
in the case of chickenpox and mumps, there were too few control cases to 
form an adequate basis for comparison but the trend is the same in all 
the cases: treated cases clearing up rather more quickly than the control 
cases. It could not be said that in any case thére was a striking termination 
of the illness when ‘virugon’ was given but often the illness appeared to 
develop in a less severe form. For instance there were many reports in 
the chickenpox cases of the ‘second crop’ of vesicles either being completely 
aborted or appearing in an attenuated form when ‘virugon’ was given. On 
the other hand ‘virugon’ did not appear to influence the development and 
resolution of those chickenpox vesicles that were already present when 
treatment was started. One case of mumps developed a mild orchitis while 
under treatment with ‘virugon’. 

Part B.—This consisted of 56 patients, of whom 40 suffered from re- 
curring attacks of colds and 16 suffered from recurring attacks of influenza. 
The participating practitioners recorded the usual number of attacks which 
these patients experienced during the four months, January to April 
inclusive. The majority were experiencing three or fou: attacks in this 
four-month period: i.e. one attack per month. A not inconsiderable propor- 
tion were experiencing even more attacks, and were virtually never free 
from recurring bouts of colds or influenza. This type of patient is well known 
to the general practitioner. As the ‘virugon’ tablets were not available until 
the end of January, it was not possible in every case to provide prophylaxis 
for a full four-month period. For the patients observed during the full four 
months’ period of the trial, the average number of times that prophylaxis 
was taken was only two. The attack rate expected from previous winters’ 
experience was therefore, in fact, lower than usual and this was doubtless 
due to the milder winter last year. This, however, does not influence the 
results which are based upon the number of attacks which actually developed, 
and these results are shown in table II. 





Colds Influenza 


No of times | “No. of attacks 
‘virugon’ taken | which developed 


s No. of times No. of attacks | 
“virugon’ taken which developed | 
—|— PRESS RET 





A 


+ 14 
<a 23 
.D | 
.E | 
.F 

| 


Total 


| 
14 2 ; 
| 














Tas_e II.—Results of prophylactic use of ‘virugon’. 

From these figures it would appear that ‘virugon’ was highly effective in 
preventing attacks of colds and influenza developing, in that, for the whole 
series only one-third of the expected colds developed and only one-half of 
the expected attacks of influenza developed. Returns from the different 
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practices were remarkably uniform in these results, with one exception, 
where the success rate was not so high as in the other practices. This 
practitioner, Dr. C. (in a South London suburb), returned many more cases 
of recurring influenza than the other participating doctors, and there may 
have been some geographical or climatic difference in his practice. This 
practitioner reported that even when attacks developed, in most cases they 
were shorter than usual when ‘virugon’ had been taken. 


SIDE-EFFECTS 
‘Virugon’ appeared to be virtually free of side-cffects: minor side-effects 
were only reported in six patients out of the total of 86 treated in both parts 
of the trial. These consisted of one case of dry mouth, four cases of slight 
headache and one case of tiredness and pallor. In any event, these symptoms 
could well have been associated with the underlying infections, and not with 
the treatment. 
CONCLUSION 
It was unfortunate that this trial was carried out during a particularly mild 
winter, when there were few epidemic and other virus infections, that could 
be treated. In particular, we were not able to test the effectiveness of ‘virugon’ 
as a prophylactic in measles. Nevertheless, with one exception, the par- 
ticipating practitioners were favourably impressed with ‘virugon’ and it 
was concluded that it would have a definite place in treatment and prophy- 
laxis of virus infections in general practice. 
The following doctors took part in this investigation : 

Dr. E. R. A. Alderman, Brockley, London, S.E.4 

Dr. W. A. Brown, Peterlee, Horden, Co. Durham 

Dr. J. P. Bush, Barnstaple, Devon 

Dr. R. V. H. Goulder, Hitchin, Hertfordshire 


Dr. N. Lawrence, Oxford 
Dr. D. Wheatley, Twickenham, Middlesex 


This is Report No. 1 of the General Practitioner Research Group. 


SULPHAPHENAZOLE (‘ORISULPF’) IN CHRONIC BRONCHITIS 


LONG-TERM prophylaxis with tetracyclines for chronic bronchitis is a well- 
established procedure, and there is little doubt that it reduces exacerbations, 
improves general well-being and prevents lost time off work. This still 
remains a very expensive form of prophylaxis, however, and if the sul- 
phonamides could be used in the same way it would considerably reduce 
the cost of such treatment. This trial was therefore designed to test the 
effectiveness of the long-acting sulphonamide. sulphaphenazole (‘orisulf’, 
c1BA) in the prophylactic treatment of chronic bronchitis in general practice. 


SCOPE OF INVESTIGATION 
Seven general practitioners, situated in large towns and industrial areas, 
took part in this trial, which was conducted over a period of six winter 
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months (October 1959 to March 1960). The trial was divided into two parts, 
the more severe cases being treated continuously throughout the winter 
and the less severe cases being given sulphaphenazole only when they 
developed a cold. Nearly half of the patients treated were aged over 60 and 
male patients outnumbered females by more than two to one, the clinical 
material in the different practices being generally similar. Of the severe 
cases, most had had symptoms for over eleven years, whereas the less severe 
cases were of somewhat shorter duration. A total of 96 patients was studied, 
61 being male and 35 female. 

Dosage was 1 g. (2 tablets) each day in the long-term study, this being 
increased to 1 g. twice daily for the first three days, in the short-term study. 


RESULTS 
The results of long-term prophylaxis are shown in table I. Dr. E.’s figures 
have been excluded from the over-all results, since his patients were 





Previously In present trial 
2.2 
43 
2.5 
0.9 
13 
0.3 
0.8 


Dr. A 
Dr. B 
be. © 
Dr. D 
Dr. E 
Dr. F 
Dr. G 


NNFwWWU +S 


All doctors excluding Dr. E 3 1.8 














TaBLe I.—Average number of exacerbations of chronic bronchitis during the six winter 
months. 





Reason prophylaxis given Result 


| Dysp-| Throat 
Coryza| ‘Flu’ | Cough! Asth-/| ncea | infec- 
ma worse tion 


Practice : 
Not 


stated 


A 


(6 cases) | 7 


(12 cases) | I 3 
G 

(11 cases) | 8 I 
———— wy — 


Totals: | 15 2 16 | 4 

















+ = No attack of bronchitis developed 
- = Bronchitis developed 
* = One patient omitted because of side-effects 


Taste II.—Results of short-term prophylaxis in less severe cases treated with 
sulphaphenazole. 
only treated for a few weeks at a time, as he decided to change the treat- 
ment to antibiotics. In this trial therefore the percentage of acute 
exacerbations was almost halved in comparison with the usual number of 
attacks experienced by these patients. In addition, nearly one-half of these 
patients (48 per cent.) obtained improvement in their basal symptoms 





+ 
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during the trial. On comparing these results with previous experience with 
antibiotics given prophylactically, however, it was found that the most 
popular treatment, namely tetracyclines, resulted in a 78 per cent. complete 
success rate. 

The results of short-term prophylaxis of the less severe cases are shown 
in table II. In many cases multiple prophylactic courses of sulphaphenazole 
were given, the maximum in any one case being seven. Prophylactic treat- 
ment was given on 52 occasions altogether, and 14 (36 per cent.) attacks of 
bronchitis ensued. In the remaining 64 per cent. of cases, no attack of 
bronchitis developed, although we do not know whether or not an attack 
might have supervened in the absence of prophylactic treatment. The 
average attack-rate for all the patients treated was 0.43 attack per patient in 
this six-month period, and this compared with a previous average attack 
rate of 2.4 exacerbations per patient. Previous experience with tetracyclines 
given in the same manner had resulted in a rather better success-rate of 
82 per cent. 

SIDE-EFFECTS 

It is claimed that sulphaphenazole is particularly free of side-effects and 
can safely be given over long periods of time. Hence its particular suitability, 
if effective, for this type of prophylaxis. In this trial 87 per cent. of the 
patients experienced no side-effects at all, although 7 per cent. of them 
had to omit treatment because of side-effects. These consisted of one case 
of generalized sensitization rash, one case of nausea, one case of pruritus 
and one case of ‘trembling’. 


CONCLUSION 
The participating practitioners were divided in their views on the value of 
sulphaphenazole prophylaxis in chronic bronchitis, some considering it a 
useful form of treatment and others considering it of no value at all. Bearing 
in mind the difficulties of assessing these results in the light of the mildness 
of the past winter, it was concluded that both forms of sulphaphenazole 
prophylaxis will benefit patients with chronic bronchitis. On the other hand, 
it is apparent that this form of prophylaxis is not as good as similar treatment 
with tetracyclines, although sulphaphenazole has the advantage of being 
considerably cheaper. It may be that there is a place for long-term sulpha- 
phenazole prophylaxis, the tetracyclines being reserved for exacerbations 
when they occur. 
The following practitioners took part in this investigation :— 

Dr. E. R. A. Alderman, Brockley, London, S.E.4 

Dr. C. E. S. Bill, Whitton, Middlesex 

Dr. D. Clynes, Salford 7, Lancashire 

Dr. D. Craddock, South Croydon, Surrey 

Dr. J. S. Gregory, Swallownest, Sheffield 


Dr. J. Saperia, Leyton, London, E.10 
Dr. D. Wheatley, Twickenham, Middlesex 


This is Report No. 2 of the General Practitioner Research Group. 
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ART AND SCIENCE 
IN GENERAL PRACTICE 


PRESIDENT’S VALEDICTORY ADDRESS 
By R. J. F. H. PINSENT, M.D. 
October 19, 1960 


Ir we were to look back to our first years in general practice I think there 
would be a common factor in all our recollections: that practice when we 
came to undertake it differed greatly from the ‘medicine’ for which we had 
trained, or thought we had trained, ourselves in our medical schools and 
hospital appointments. Having passed our finals we felt brimful of know- 
ledge of the science of our subject, and we expected that we would be calling 
upon this scientific knowledge day by day in the course of our practice. 

In the event how different it all was. Weeks and months had to be spent 
in mental readjustment, as we learned the hardest way that our concern 
was to be with sick people rather than people’s sickness. Having learned 
the science and expected that it would suffice us we were disappointed 
and a little bewildered. We had yet to learn the part to be played by art 
in medical practice. In my own case this ignorance of the ‘art’ of practice 
led to a feeling of disillusionment, in which I wondered whether I had 
learned complicated biochemical reactions simply to administer insurance 
benefit regulations, and acquired skill in the recognition of obscure patho- 
logical specimens in order to prescribe placebos for trivialities. Was this 
medicine? Was this the practice which was expected? Few can have escaped 
this distressing reaction in their early years, and with many the recollection 
will be vivid today. 

A ‘BALANCE SHEET’ 

If the practice of our daily work now differs from our early expectations 
we can legitimately ask ourselves how it does so, and what it was that 
required to be added to our scientific training. I have therefore attempted 
to draw up an assessment, a balance sheet, in which art and science in 
practice add up to total medical care. 

I asked my secretary to help in this and at my request she took eight medical 
record envelopes at random. Her instructions were that they should relate to persons 
who had been under my care since I came to my practice in 1947, or who had been 


born since my taking the practice over. Two were to be children, two young adults, 
two middle-aged adults (considerations of space preclude details of both of these 
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being reproduced in this reprinting of my address) and two elderly patients. Within 
these terms her selection was unrestricted. Each of the medical record envelopes 
was taken and its contents abstracted in turn. The minimum of editing has been 
done; only sufficient to make my personal ‘shorthand’ intelligible. 


THE CHILD 
The first record (table I) is that of John whom I delivered in April 
1948. His was a normal delivery and at birth it was noticed that he had 
talipes equinovarus. Science dictated reference to a surgeon whilst dis- 





Born Apl. 2, Home confinement. Normal July 17, 1954 Accepted by E.N.T. surgeon 
1948 delivery at term. Talipes Oct. 23, 1954 Tonsillitis. Awaiting opera- 
equinovarus. Refer to sur tion 
, geon Mar.1s5,1955 Measles. Satisfactory re- 
Apl , 1948 a mpatte correctable ; covery 
with splint . : 
Oct 1948 Napkin ro a Ss, 1955 Cough n.a.d 5 : 
Oct. 1948 Improved ct. 24,1955 Papular eruption ? derma- 
Nov 1948 Teething Oct. 26, 1055 titis herpetiformis 
Measured for Denis Browne Nov. 5, 1055 treated ‘sulphatriad’ 
splint Jan. 8, 1956 Jaws conforming under den- 
Mar. 25,1949 Coryza tal brace 
July 1949 Talipes improving. Bullous Nov. 10, 19056 ‘Tonsillectomy 
swellings on hands and Apl. 8, 1087 Corvza 
arms. ‘Allergic Mar. 3, 1058 Blepharitis 
Mar. 25,1950 Eczema lower lip M g I : in and § 
Apl , 1950 Cheiropompholyx on ankle ay 19, 195! FUCHS Se tace 
Apl. 24, 1950 Spread to whole body May 4, 1959 1 week pyrexia. Cervical 
June 1951 Coryza. Referred to dentist adenitis albuminuria. 
? orthodontic alignment of ga a 
lower jaw efer pediatricia 
Jan. 10, 1953 ‘Talipes virtually cured. Re May 9, 1959 Pediatrician reports acute 
fer to dental hospital strep. infection 
Action deferred to second May 1s, 19059 Further report—investiga- 
dentition tien negative 
Apl. 14, 1953 © Cervical lymphadenitis May 23, 1989 Urine n.a.d 
Oct. 10, 1953 Night cough June 13, 1959 Urine n.a.d 
Oct. 17, 1953 een Tonsil dis Sept. 8, 1959 Sprained knee (L) strapped 
Jan. 19, 1954 Disparity cough Api. 13, 1960 Acne ie = 
June 11, 1954 Recurrent attacks of tonsil- May 14, 1960 Another P.U.O. Transient 
litis Tonsillec tomy con- albuminuria Pediatrician 
sidered. Referred to May 27, 1960 Report: Albuminuria pos- 
E.N.T. surgeon AS sibly orthostatic 

















TABLE I.—Case record of John 


cussion of the condition with an intelligent mother at once brought the art 
of practice into play. Although the mother was an intelligent girl the folk- 
lore surrounding the origin of congenital abnormalities had not escaped her 
and she at first blamed herself for her child’s deformity. Disabusing her 
was a comparatively easy task compared with that of persuading her mother 
that her daughter was in no way abnormal. 

Straightforward science took care of the next events in John’s life- 
applied both by a surgeon and myself, while later a dental abnormality 
was observed calling for science in diagnosis and correction, art in explana- 
tion and teaching. The mother had to be made to understand the long- 
term nature of her son’s treatment, to ensure her cooperation with the 
dental surgeon. I have marked ‘A’, for ‘Art’ against the illnesses of October 
1953 and January 1954. The short dry night cough of the child whose uvula 
is long and whose throat is small is often mistaken by the mother for more 
serious illness. Art, too, entered into the decision to refer the boy for 
tonsillectomy after further infections and, indeed, into management of the 
mother during the two years that the boy waited for operation. 
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Science does not enter into the domestic treatment of the common cold; 
such treatment as is advised is compounded of art, hope and expectation, 
but both science and something more—call it what you will—were called 
on in the boy’s next episode of illness: a prolonged phase in which his 
resistance to streptococci seemed lowered. He had transient albuminuria in 
some of his feverish episodes but the infection seemed to burn itself out 
and by the spring of this year the voice of science—that of the pediatrician 
—was heard to say that the albuminuria was ‘orthostatic’. 

So much for John. We learn from him that the art of practice may lie 





Born Oct. 10, Large baby, 9 Ib. 12 0z., 3 Apl. 7, 1956 Review by surgeon 
1054 weeks postmature. For- 
ceps delivery, hospital 
Mar. 8, 1954 Gastrointestinal upset Feb , 1057 Refer pediatrician ?speech 
Feeding problem. Diet therapy 
adjustment 
Mar. 13,1954 Vaccinated 
May 29, 1954 Holds head on one side 
Torticollis? 
July s, 1954 No further torticollis 
June 3, 1955 Eruption on abdomen. Dys- 
pepsia June 29, 1957 Report from matron of nur- 
June 11, 1955 Rash desquamating. Child sery school: No progress 
has scoliosis and is not apparent 
walking 
July 8, 10s5 Refer to surgeon ?congenital 
dislocation of hip. First 
note made of mental re- 
tardation 
Aug. 8, 1955 See report (x-ray showed no 
C.D.H. but confirms mild 
scoliosis). Tonsillitis and Feb. 12, 1959 Fell last night ? fractured 
query of mental defect clavicle. O.E. N.A.D 
Nov. 26,1955 Refer to child psychiatrist 
Feb. 7, 1956 Coryza psyche report Apl. 1, 1959 Gastroenteritis 
awaited } 
Feb. 9, 1956 Report from child psychia- 
trist: Brain damage at Feb. 10, 1960 Coryza 
birth causing mental re- 
tardation. No . definite Apl. 21, 1960 Contusion (L) lip—ecchy- 
opinion on educability : mosis 


Apl. 20, 1956 Report by surgeon 


Mar. 4 7 Seen by pediatrician 
?speech therapy, opinion 
not ready for this yet. Ad- 
vice: get child into nursery 
8 hool 


Jan 95 Recent coryza. Devious ex- 
ercises, including refer- 
ence to another child 
psychiatrist, have resulted 
in obtaining special 
schooling for the child 


June 20, 1959 Tonsillitis 














Tasie I1,—Case record of Julie — 


in interpretation and explanation of the phenomena which science enables 
us to recognize. The next patient’s record shows this even more clearly. 

Julie (table II) was a large baby of a non-diabetic mother delivered 
with forceps three weeks postmaturely in hospital. The mother was a girl 
of sound character which, as subsequent events showed, was indeed for- 
tunate. She was willing to learn when feeding problems arose—art came 
in here—and she accepted reassurance in minor illness. It was either art 
or science or some dimly recollected piece of past teaching that was respon- 
sible for the first suspicion that the child was slow in walking. The suspicion 
grew, a surgical cause was excluded and time soon confirmed mental 
retardation, probably due to birth injury. 

From this decision the division between art and science in the manage- 
ment of the family fell somewhere between the practitioner and his scientific 
colleagues: the surgeon who, having excluded congenital disease of the 
heart, was watching a scoliosis, and the child psychiatrist. My part was to 
ensure that the child saw the right people at the right time and that the 
mother was given sufficient insight into the management of her problem. 





ART AND SCIENCE IN GENERAL PRACTICE 803 


She soon accepted the situation, as did the father. The burden was one 
they could carry and they have done so extremely well. Speech therapy 
helped the child a little, and later, special schooling was arranged with the 
local authority—sheer art, this—and a state of equilibrium was reached 
two years ago. Minor ‘organic’ illnesses requiring routine treatment then 


followed with the emphasis now on the science of practice. 

From Julie’s story we can learn, I think, that part of the art of practice 
lies in placing the patient where he or she can receive maximum benefit 
from scientific knowledge often possessed by others. 








Born Mar. 3, 1944 Gastro-intestinal upset 


Mar. 4, 1948 ‘Throat infection | i P.UO 

May 1948 Pertussis S ‘ 9S 

Nov. 1949 € —— of knees, infected Feb. 1959 Injury R. ankle followed by 
abrasions 4 hronic foot strain. Raise 

Feb. 1950 Pharyngeal disparity cough pate ie 

Jan.-Feb. Respiratory tract infection 


1952 Transient signs in lungs Small whitlow. Drained 











TaBLe Ill Case record of Celis 








Born Nov. 5, 1944 Feb. 1952 Respiratory tract infection 
‘Tonsillectomy arranged by my Underweight 
predecessor in the practice Apl.-May Weight increasing 
Sept.1947 Coryza 1952 
Nov. 1947. Night cough, transient rash or Mar. 1954 Ecthyma—generalized staphy- 
face and trunk lococcal 
Feb. 1949 Coryza Dec. 1954 Respiratory tract infection 
Apl. 1949 Measles followed by  otit Dec. 1956 Conjunctivitis 
media Oct. 1957 Urticaria 
June 1949 Coryza Dec. 1957 Fainted in church. No apparent 
Feb. 1950 Night cough reason. Query pre-systolic 
May 1950 Mumps murmur at base. Referred to 
June 1950 Anorexia and listles pediatrician. Report by padi- 
evident cause atrician : Murmur ‘functional’. 
July 1950 ~=—s Impetigo Mantoux x-ray negative 
Dec. 1950 Chickenpox ’ Fall, injury to foot, strapped 
July 1951 Rubella } b. 195 Laryngitis following coryza 
Sept.1951 Tic—habit of blinking Dental! sepsis after extraction 

















THE YOUNG ADULT 
The next set of records (table II1) will not occupy us long: those of Celia - 
who came on my list at the age of four. Her clinical career was straight- 
forward and no demands were made on her doctor’s skill that he could not 
meet with his ‘scientific’ knowledge. Her lesson for us is that sometimes 
the science of medicine may be employed alone almost without involving 
the doctor in the ‘art’ of practice. 

Nigel — provides a contrast for, as will be seen (table IV), the art of 
practice was involved in the management of most of his earlier illnesses. 
The reason for this lay not in the child so much as the mother, who was 
slow to understand her part in the child’s upbringing and required more 
lengthy explanations and more frequent reassurance than usual. Not quite 
confident, she came back for more, but after a while ‘art’ must have pre- 
vailed for ‘science’ has dominated in the boy’s more recent illnesses. A 
further factor here, of course, is that the boy’s own character is beginning 
to assert itself. He is showing his father’s phlegm and takes in his stride 
such minor ailments as have occurred to him. 
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THE FUNCTION OF THE GENERAL PRACTITIONER 

At this stage we may perhaps leave the case histories for a moment and 
see whether a definition of what I am calling ‘art’ is any nearer. We have 
evidence that it is a quality not invariably called upon but, as in the story 
of Julie, it may be indispensable to the resolution of a patient’s problem 
and dominate over the science and technology which may be called for. 
The media of expression of the art of practice seem to be the voice and 
pen; both are employed in the interpretation of the patient’s problem to 
both victim and relatives and in advising on the management and ordering 
of the patient’s therapeutic and social affairs. The word ‘interpretation’ may 
help us for if any one word expresses the peculiar function of the general 
practitioner in this sense, interpretation is the nearest. A body of scientific 
knowledge exists which is changing, increasing and developing. The infor- 
mation is stored in terms of diseases, tissues, structures, systems and the 
like and it is quite unknown to the layman who may be directly, or in- 
directly through a child, affected by a disease. The whole gamut of science 
must be run by the general practitioner so that everything irrelevant to the 
patient’s illness is discarded, yet nothing of the science pertaining to that 
illness is overlooked. 

Our science, then, must be distilled afresh for each patient in each illness 
and the distillate must be offered to him in a palatable form which he can 
accept. We are the interpreters of science when we seek to reduce the 
generalities of our medical training to terms comprehensible by the per- 


sonality of the patient. This, however, is by no means all, for we find that 
many of the things we do cannot be explained by simple interpretation of 
scientific knowledge. Indeed, as the following histories may indicate, many 
of the problems with which we are presented bear little relationship to any 
of the formal medical science which we painstakingly learned. 


THE MIDDLE-AGED ADULT 

Betty — (table V), first saw me in July 1947, with a history of severe dys- 
menorrheea and the belated calculation that her period would fall on her 
wedding day. She wanted something ‘to help her up the aisle’as she put it, 
and science was able to oblige. A superficial look at the illnesses subse- 
quently recorded would suggest that science dominated their management. 
Science failed, however, to find the cause of her sciatica pain or to cure 
her varicose veins and when, in 1951, it caught up with her chest infection 
the notes came to show part of the story only. The remainder only came 
to light as the years went by. 

Because of the housing shortage of the day, the newly married couple 
had set up house in the home of the girl’s parents. Her father was an 
elderly eccentric not then a patient of mine who had avoided the medical 
profession since 1948 as he had felt disinclined to pay National Health 
Insurance contributions. In the family clean-up which followed Betty’s 
disease in 1951 he was found to have fibroid tuberculosis and, worse than 
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this, the young husband was found to have an active lesion and admitted 
by his doctor to a sanatorium. The separation occasioned by sanatorium 
treatment and in-law incompatibility proved more than the marriage could 
stand and my patient’s convalescence was completed under the shadow of 


divorce proceedings. 
Following clinical recovery she was able to return to work as a comp- 
tometer operator, paying due regard to coryzal infections when they 


occurred, and doing well until a relapse of her tuberculosis occurred in 








Coryza—no signs in chest 
Weight steady 
Chest clear 
Coryza, cough 
signs in chest 
Va-icose veins recurring. Fur- 


June 1953 
Sept. 1953 
Mar. 1954 
Sept. 1954 


Born Dex 
July 1947 


24, 1024 
Dysmenorrheea. Period calcu 
lated to occur on day of wed 
ding 
Tonsillitis 
Still dysmenorrhea 


sputum; no 


Oct. 1947 


1948 Nov. 1954 


Apl 

Mas 1948 
Jan. 1949 
Feb. 1949 
Apl. 1949 


Mar. 1950 


July 1950 
Mar. 1951 


R. sciatica, 2 weeks off work 
Sciatica again, 2 weeks off work 
Chilblains on heel 
Referred orthopedic surgeon 
No definite diagnosis made 
but put in P.O.P. jacket for 
a month. Resolution of symp 
toms 
Varicose 
ranged 
‘Sciatica’, 
Chilblains 


veins injection ar 


2 weeks’ duration 


Oct 
Jan 


1955 
1956 


Sept. 1956 


1950 


ther injections. Respiratory 
tract infection 
Coryza; chest clear 
Ext. lat. ligt. strain 
ankle— strapped 
Recurrence of activity in (R) 
upper lobe. Put on strict bed 
Isoniazid and PAS at 


to right 


rest 
home 

Lesion improving. X-ray 
rate 6 mm 


Sed 


X-ray—further improvement 
Sed. rate 5 mm 
X-ray Progress 
Sed. rate 2 mm 
X-ray. Shadow almost disap- 
peared. Sed. rate 4 mm. For 
part-time work in 1 month 
1957 Return to part-time work 
Full-time work 
Cough + sputum; chest 
Regarded as sinusitis 
Further injections for varicose 
veins 
Chest x-ray 
rate 5 mm 
Coryza 
X-ray satisfactory 
X-ray satisfactory 
X-ray satisfactory 
Varicose veins 
surgery 
Stiff neck. Treated by arrange- 
ment at works’ physiotherapy 
dept 
Varicose veins operated 


Sinusitis 1956 
Bleeding dental! s« 

2 a.m 
Coryza 


June 1951 

Sept. 1951 ket. Sutured 

1957 satisfactory 

followed by tracheal 
type of cough. Some a.m 
cough. Clinical signs (R) 
pleural effusion. Refer gen- 
eral physician. X-rays con 
firm fluid: ?pneumonic, ?tu 
berculous. Increase in volume 
of effusion led to admission 
to hospital! for aspiration 

Discharged from hospital after 
14 weeks. Diagnosis: ‘Effu 
sion presumably tuberculous 
Bacillus never found. Sent 
on convalescence 

Back from convalescence 

Upper respiratory tract infec- 
tion. No chest signs. Weight 
steady over next few weeks 
X-ray clear 

Coryzal episode with sinusitis 
Dental sepsis 

Foot injury, stubbed toe—x-ray 
showed fractured neck of 
metatarsal I! 


Dec. 1951 


1957 





1957 
1957 clear 


1937 


Apl. 1952 


Jan. 1958 satisfactory. Sed 
Mar 
July 
Jan 
July 
Dex 


1958 
1955 
1959 
1959 

1989 





May 1952 
June 1952 


referred for 








Jan. 1953 
Feb. 1960 


Apl. 1953 


Sept. 19600 

















ase \ Case record of Betty 


1956. By this time she had moved to a flat of her own and wished to soldier 
through her illness there rather than go into hospital again. With her 
mother’s help she did so successfully and within seven months she was 
back at part-time work. The records suggest that her management depended 
on science during this period while, in fact, problems of nursing care, 
feeding and social adjustment were met with and overcome. I benefited, 
personally, from her occupational therapy to the extent of two pairs of 
beautifully knitted socks. For the last few years she has remained under 
surveillance, in occupational, social, physical and bacterial equilibrium. 
She remains an attractive woman, conscious of her appearance, and her 
determination to be rid of her varicose veins led to their operative treat- 
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ment, by surgical science, just a week or so ago. Her father has been a 
patient of mine for some years now, bringing with his fibroid phthisis, 
coronary ischemia and cirrhosis of the liver. His, however, is another story 
in which art has had to take over completely, and be joined by guile also 
for he has just about exhausted the resources of science. 


THE ELDERLY 
Now to my last patients (tables VI and VII), those in the oldest age-group 
in whose care, as one might expect, the art of practice exceeds science all 





Born May 2, 1870 Dec. 1951 X-ray shows vesical calculus, 
Listed since Oct. 11, 1947. Regarded as size of hen's egg. Suprapubic 
‘neurotic’ by previous practitioner removal. Satisfactory recov- 

Jan. 1948 Lumbago in cold weather ery Ss 

Sept.1948 Coryza 

Oct. 1948 Cystitis June 1955 Symptoms suggesting recur- 

Nov. 1948 Abdominal pains costive — rence of calculus. To sur- 
exaggerated? y geon for review 

Dec. 1948 ‘Nerves terrible bad 

Jan. 1940 Prolapsed piles. Referred to 
surgeon ?operation 

July 1950 Acute urinary obstruction 
Catheterized. Enlarged 
—— “> aggre 5 ——. Jan. 1957 Granuloma on hard palate due 
SUuprapuanc prostatectomy . to faulty denture 
followed by slow recovery : 

Nov. 1951 Referred for review by surgeon No¥. 1957 Subconjunctival hemorrhage. 
on account of vague lower Bilateral lens opacities 
abdominal pains suggesting 
subacute intestinal obstruc- Mar. 1960 Injury shoulder (L). X-ray— 
tion AS no bony injury 





July Investigations show no recur- 
rence of calculus. Paget's 
disease of left innominate 
bone 














TABLE VI.—Case record of Abraham - 


along the line. Abraham — was born in 1870. My predecessor in practice 
had noted him, succinctly, as ‘neurotic’ and he had less capacity to live with 
and endure pain or discomfort than anyone I had met hitherto. His lum- 
bago was the world’s worst, his cold like no cold ever before endured by 
man. One thought of the boy who cried ‘wolf’ and tended to ignore his 
bladder infection and attribute his abdominal pains to emotional cause. In 
July, however, science came in with a backhander and an attack of acute 
retention drew attention to the unrecognized vesical calculus. He did well 
after a plaintive convalescence. The art of practice has been called upon. to 
relieve his fears and, perhaps it should be admitted, to guard the reputation 
of science. Watch for recurrence of his stone led to the discovery of his 
Paget’s disease and palliative treatment has followed, directed at both 
psyche and soma. Here tranquillizers have scored a real success and science 
has made up for its indiscretion by producing an invaluable therapy. His 
wife’s death was not followed by the emotional deterioration I had expected 
and, with his son taking over his work, Abraham remains in comparative 
—if medicated—equilibrium and contentment. 

Lastly, comes Eleanor —. She is eighty-four, living with a widowed 
daughter and granddaughter who is a probationer nurse. Her degree of 
cerebrovascular degeneration is severe. She is irrational, garrulous, full of 
misery and self-pity and the miracle is that the family have endured her 
so long. As her notes suggest, all the scientific stops have been pulled and 
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she remains a problem to be resolved almost by art alone. Science might 
help if she would accept its benefits but she will not. She refuses tablet or 
other medication oftener than she remembers or agrees to take it. A state 
of equilibrium has been reached, thanks to the character of those on whom 
the old lady depends rather than to any exhibition of art or science by the 
family doctor. 


CONCLUSION 
Perhaps we can see now more clearly wherein the art of practice lies. It is 
more than interpretation of science for it includes adjustment of social 











' —_ ‘ 

Born Aug. 17, 1876 Mar. 1956 Discharged by psychiatrist 

Listed Aug. 24, 1948 

Mar. 1950 Attended following influenzal Jan. 1958 Referred psychiatrist again 
attack. States that she has a another depressive period. 
damaged heart valve. O.E For readmission 
Mitral stenosis. Well com- 
pensated 

Oct. 1952 Recent febrile episode with 
chest signs responding to 
chloramphenicol 

Apl. 1955 Daughter attended. Concerned 
over mental deterioration 
Evidently senile cerebral de- 
generation 

June 1955 Admitted Q.E. Hosp. following 
domiciliary visit by psychia 
trist. E.C.T. considered but 
not given. Diagnosis: ‘Agi 
tated melancholia following 
bronchitis in a vulnerable i Reasonable response to ‘tof- 
personality’ ranil’, enabling daughter to 

Aug. 1955 Discharged by psychiatrist S take holiday with installation 

Dec. 1955 Admitted again following ur of home help 
gent representations—given 
E.C.T.—developed urinary- ay Admission Highcroft arranged 
tract infection. 3-page report so that daughter can have 
—diagnosis: ‘depressive re holiday. Reasonable control 
action’ AS on ‘totranil’ 


Discharged Q.E. Hosp. follow- 
ing further course of E.C.T 
8 x shocks. Diagnosis: ‘de- 
pression 


Further admission and treat- 
ment in Q.E. Hosp. E.C.T. 
contraindicated by early con- 
gestive failure—put on drug 
only identified by code num- 
ber. Turns out to be ‘tofranil’ 














TasLe VII.—Case record of Eleanor 


circumstances in progressive degree as the age of the patients increase. 
Whilst science may dominate in the management of the younger patients’ 
problems, it recedes into the background later, though always present in 
that diagnosis and therapy must always be based upon rational observation. 
By a rather negative process of subtraction it could be defined as ‘unscientific 
medicine’. Few were taught it in the past although most students gain some 
insight into its meaning now, and as the practitioner increases in seniority 
and experience the non-scientific element in medicine comes to occupy 
more and more of his time. While his scientific equipment may be added 
slowly he is learning unscientific medicine every practising day. 

No syllabus for a course in unscientific medicine will ever be set down. 
Were it to be so it would include wisdom, of which common sense is the 
beginning, patience with the stupid, understanding of the frightened, 
tolerance of the foolish and endurance of the opinionated. It would, indeed, 
be a catalogue of the virtues and we would assuredly and certainly fail in 
the practical examination. We cannot draw up our assessment better than 
our colleagues in another place who, in seeking a motto for our College of 
General Practitioners, have chosen these words: ‘cum scientia caritas’. 
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CLVI.—METRONIDAZOLE IN THE TREATMENT OF 
TRICHOMONAL INFECTIONS 


By A. J. KING, M.B., F.R.C.S. 


The Department of Venereal Diseases, The London Hospital 
(Whitechapel Clinic) 


METRONIDAZOLE (‘flagyl’; 8823 R.P.) is a derivative of nitroimidazole, 
namely 1-%-hydroxyethyl-2-methyl-5-nitroimidazole, with the structural 
formula: 


CH—N 
> — CH, 


] 


O.N—-C—N 


| 


CH, — CH.OH 


Cosar and Julou (1959) investigated the anti-trichomonal properties of 
this preparation in vitro and in vivo in the mouse and demonstrated very 
high activity against Trichomonas vaginalis. They found little evidence of 
acute toxicity in mice and no evidence of chronic toxicity when they gave 
the drug by mouth to rats in amounts up to 50 mg./kg. daily for one month 
and to dogs in amounts up to 100 mg./kg. daily for the same period. 

In the past, treatment of human genital trichomoniasis has depended 
upon local remedies which have been unsatisfactory, probably because of 
reinfection from sites in the genito-urinary tract to which the remedies were 
unable to penetrate. There has been general agreement on the urgent need 
for a systemic remedy for this condition but the approach to the study of 
this particular drug has been exceptionally critical, mainly because of the 
unsubstantiated claims which were made for a preparation of the nitro- 
thiazole group, acinitrazole, a few years ago. 


CLINICAL TRIALS 

The first clinical trials were those reported by Durel and his colleagues 
(1959), who gave the drug by mouth to a small number of men suffering 
from trichomonal urethritis, with excellent results. They also treated women 
suffering from trichomonal vaginitis but to most of them they gave con- 
current local treatment with pessaries of metronidazole. Results with this 
combined treatment were again excellent, but there was no response in 
cases of urethritis or vaginitis in which Trichomonas vaginalis was not 
demonstrated in the secretions. Confirmation of this work was given by 
Sylvestre, Gallai and Ethier (1959) and again by Durel and his colleagues 
December 1960. Vol. 185 (808) 
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(1960). The latter made very modest claims for the drug used systemically 
in women, suggesting that it was no more than a useful adjunct to local 
treatment but calling for further investigation of exclusively oral treatment. 

Metronidazole has now been used at a number of centres in this country 
for the treatment of trichomonal infections in men and in women and the 
reports have been almost universally favourable. We recently reported a 
detailed study (Rodin, King, Nicol and Barrow, 1960) in which we at- 
tempted to submit patients undergoing the treatment to exceptionally 
close supervision. 


RESULTS IN FEMALE PATIENTS 
The patients included 82 women in whose cases the diagnosis was made by 
direct microscopy of wet smears and by cultures of vaginal secretion and 
urine. In all but two cases the direct smears showed the organism. In all 
cases the dosage of metronidazole was 200 mg. by mouth three times daily 
for seven days. No local treatment was given in any case during oral therapy 
or during the period of observation after treatment. So far as possible tests 





Number Success Failure 
Immediate 78 (95%) 4 (5%) 
At 3 months 43 (83%) 9 (17%) 











TABLE | Results of treatment with metronidazole in 82 
female patients 





No. of patients | Time of default | Tests for 7. vaginalis 


2 months Negative 

I month All negative 
3 weeks Both negative 
2 weeks Both negative 
1 week All negative 








Taste II.—Details of the 12 defaulters among the 82 
patients referred to in table I 


for presence of the organism were repeated at frequent intervals during a 
period of three months following treatment. Patients were instructed to 
avoid coitus during the period of observation but at each attendance they 
were questioned about sexual activity and any such activity was recorded. 
All the patients were asked to send their male partners for investigation 
unless these partners were already under treatment. Of 82 patients who were 
treated, four failed to respond to the treatment in the respect that Tricho- 
monas vaginalis persisted in the secretions. These four cases were classed as 
immediate failures. Seventy-eight (95 per cent.) responded. At the time of 
the report 64 of these patients had been treated more than three months 
previously and were therefore eligible for full assessment. Twelve of the 
patients failed to continue under observation for the full period. Of the 52 
patients remaining for full assessment, three were among the four who failed 
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to respond during the week of treatment. ‘Six others relapsed or were re- 
infected. The cure rate at three months was therefore 43 out of 52, or 83 per 
cent. These details are shown in table I. 

Details of the twelve patients who defaulted from observation are shown 
in table IT. 

Of the 78 patients whose condition showed immediate response to the 
treatment, all but one stated that the discharge and irritation were much 
improved within a few days of starting treatment. This one patient continued 
to complain of discharge and irritation, although objectively there was little 
discharge to see and the signs of vaginitis had decreased. In all these cases 
the signs improved rapidly and in most there was complete resolution of 
vaginitis within one or two weeks. When the typical thin, frothy, yellow 
discharge was present, it became thicker and white and then rapidly 
decreased in amount, usually within a few days. In nearly every case the 
number of leucocytes seen in the stained smear showed a marked decrease 
and the number of epithelial cells increased. These changes often occurred 
within a few days of starting treatment and in many cases no more than an 
occasional pus cell was seen at the end of treatment. 

Before treatment, estimations of pH of the vaginal secretion gave readings 
between 5.5 and 6.4 in most cases, the more severe cases showing the higher 
levels. During treatment, in many of the cases levels began to fall by the 
third day, usually reaching 4.9 to 4.6 in 1 to 2 weeks. 

Cultural studies gave no evidence that metronidazole either favoured or 
inhibited the growth of Candida species. 

Failures of treatment.—In two of the four cases of immediate failure there 
was evidence that the tablets were not taken regularly and that the treatment 
was not continued for the full period. The other two patients stated that full 
treatment had been taken according to instructions, but serum levels of the 
drug estimated by the polarographic method were considerably lower in 
these two cases than in another seven cases in which the est:mation was 
done. In one of these two cases the organisms were cultured and tested 
for sensitivity to the drug. The tests showed no diminution in sensitivity 
but even after double dosage of the drug had been given for five days the 
patient failed to respond. 

Of the six patients who later showed evidence of failure of treatment, five 
admitted unprotected coitus and therefore the possibility of reinfection. 
Two of the contacts were examined but, although one showed evidence of 
non-gonococcal urethritis, Trichomonas vaginalis was not demonstrated in 
either case. The other patient denied intercourse, but her male partner, who 
was examined at the time that failure became manifest, was found to have 
trichomonal urethritis. wo of the six patients were retreated with a seven- 
day course of metronidazole and both again showed satisfactory immediate 
response. 

RESULTS IN MALE PATIENTS 
Thirty-eight male partners of women treated for trichomonal vaginitis were 
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examined at about the time of the attendance of their female partners. Each 
of the patients was examined clinically and tested for the presence of 
Trichomonas vaginalis by urethral scrape, urethral culture and culture of the 
urine. Eighteen of the men were found to have urethritis, due to genorrheea 
in four cases and ‘non-specific’ infection in fourteen. In only 11 cases (29 
per cent.) was 7’. vaginalis isolated. Nine of the men found to be harbouring 
the organism received metronidazole as their first and only treatment, the 
dosage being 200 mg. three times daily for seven days, as for the women 
patients. In addition, 11 men who were not known contacts of the women in 
this series were found to have trichomonal infection on routine examination 
and were similarly treated. In these 20 cases, periods of observation and tests 
for the organism after treatment varied from four months to two weeks, 
eleven patients being followed for three months or more, but in no case was 
the organism found subsequent to treatment. Details are shown in table III. 


No. of patients Period of eevetion * 


| 

| 

months | 
months 
months 
month | 
weeks 
weeks 
| 


NW Nw 


Total 
—————— ————— — 
Tasie III.—Period of follow-up of 20 
male patients with trichomoniasis. 

In 17 of the 20 cases, the presence of Trichomonas vaginalis was associated 
with evidence of urethritis. In 13 of these 17 cases, the symptoms were 
relieved in a few days and the signs cleared by one to two weeks after starting 
treatment. The other four patients showed only temporary or partial 
response. Investigation showed urethral stricture in two cases, littritis in 
one and prostatitis in the fourth. 

rOXIC EFFECTS 

Females.—Ten female patients had mild gastro-intestinal disturbance. One 
complained of dry mouth and another of furred tongue and bad taste in the 
mouth. One patient complained of fainting fits and hot flushes. In none of 
these cases was it necessary to discontinue treatment. In one case an 
irritating scarlatiniform rash appeared on the arms on the day after treat- 
ment had ended and spread to the chest and back. The rash lasted for six 
days. The white cell count was within normal limits. Patients who were 
pregnant were first excluded from the investigation but later two were 
treated, treatment starting at the third and fifth months of pregnancy 
respectively. Neither experienced toxic effects during treatment or during 
the three months of observation which followed it. 

Males.—One man complained of headache and depression but continued 


to take the tablets. 
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Blood picture.—Serial total and differential white cell counts of the blood 
were done in 41 cases, mainly during the first two weeks after treatment 
started. In three cases the total: polymorphonuclear leucocyte counts fell 
below 1,500 per cubic millimetre, which is usually accepted as the lower 
limit of normal. The respective counts were 1,400, 1,460 and 1,175. They 
had all risen to well above the lower limit of normal at the next count. These. 
changes were not associated with symptoms. 


DISCUSSION 

Metronidazole (‘flagyl’) in the treatment of trichomonal infections is still in 
the experimental stage and final conclusions cannot yet be drawn. There is 
good evidence that the drug given systemically is effective in the treatment 
of female and male patients and there appears to be no indication for local 
treatment in the great majority of cases. Up to the present the toxic effects 
have occurred infrequently and have not been severe. The causes of failure 
of trichomonal vaginitis to respond during the course of treatment in a few 
cases require further investigation. The preliminary evidence suggests that 
such failure is related to low concentration of the drug in the serum, due 
either to failure to take the tablets, or to some deficiency of absorption, or 
perhaps to abnormally rapid excretion in the urine. 

It is to be hoped that metronidazole will not be used indiscriminately and 
without proper investigation of cases. Trichomoniasis is often associated 
with other genital infections, especially gonorrhcea and non-gonococcal 
urethritis, each requiring individual tests, appropriate treatment and proper 
investigation of contacts. Genital trichomoniasis is a communicable condition 
which is usually transmitted by sexual intercourse and to treat an infected 
patient while ignoring the possibility of infection of the sexual partner is a 
waste of time and trouble. Recurrence of symptoms is extremely likely and 
is bad for the morale of the patient and for the reputation of the doctor. 
Trichomoniasis may be symptomless in both sexes and is commonly so in 
the male; expert examination may be required to establish its presence. 
It should also be remembered that disappearance of symptoms does not 
always mean cure. 

Given proper technique of investigation, tracing and treatment of contacts 
and adequate tests for cure, metronidazole may well prove to be a major 
advance in the treatment of a very common and distressing condition. 
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CALLING THE LABORATORY 
XII._THE EXAMINATION OF THE CEREBROSPINAL FLUID 


By JOHN DALY, M.B., B.S. 
Registrar in Chemical Pathology, Postgraduate Medical School of London 


THE examination of the cerebrospinal fluid (C.S.F.) is of great assistance in 
the diagnosis of many neurological conditions, and is essential for the precise 
diagnosis and treatment of meningitis. Although there is a large number of 
tests which it is possible to perform on the C.S.F., information of great 
value can be obtained from a few very simple ‘routine’ tests. From the 





Meningitis Syphilis | Sub- 
~- ——_—_————— | arachnoid 
Test Normal Tuber Meningo- hamor- 
Pyogenic culosis Virus vascular Tabes G.P.1. | rhage 





Clear and Clear and | Clear and |Turbid or 


Appearance (Clear and lurbid Clear or Usually 
colourless slightly clear colourless colourless | colourless | frankly 
blood - 


turbid 
stained 
Super- 
natant 
yellow 
to red 


Pressure 60 to 15¢ Raised Raised Raised Usually Usually Usually Raised 
mm. H,O normal normal normal 


otal 15 to 30 mg./| Markedly Markedly Increased Increased Increased | Increased | Greatly 
protein 100 ml increased increased increased 
Negative Positive Positive Positive Strong Strong Strong Positive 


Klobulin 
positive positive | positive 


Pandy) 


Lange Negative Menin Menin May be May be Luetic Paretic Variable 
git git pareti pareti 
(e.g. polio) or luetic 


Sugar 50 to 70 mg.’ | Markedly |Reduced | Normal Normal Normal Normal Normal 


100 ml reduced 
or absent 


iC horide 120 to 126 Reduced (Reduced | Normal Normal Normal Normal Normal 
mEq. 1 


Cells © to 5 lym Great Lympho- |Lympho- Lympho- |Lympho- |Lympho- | Large 
phox ytes numbers cytes pre cytes cytes cytes |cytes |\numbers 
c.mm of poly dominate; increased (increased |increased [increased jof red 
morphs poly cells 
morphs 
present 
Bacteriology (Sterile Causal M vec Sterile Sterile Sterile Sterile. Sterile 
organism | bactertum W.R W.R w 
isolated tubercu usually usually invariably 
losts positive positive positive 


isolated 











Tasie | I'ypical ‘cerebrospinal fluid pictures’ obtainable from routine tests. 


results of these a ‘pattern of abnormality’, or ‘C.S.F. picture’, can be built 
up, which may be typical of a certain type of disease. 

Table I shows typical ‘C.S.F. pictures’ in infections and subarachnoid 
haemorrhage, which it may fall to the lot of the general practitioner to 
investigate. 

INDICATIONS AND CONTRAINDICATIONS 
From the point of view of the practitioner the examination of the C.S.F. is 
December 1960. Vol. 185 (813) 
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most likely to be undertaken in conditions of acute meningeal irritation due 
to infection or subarachnoid hemorrhage. Less acute conditions, or condi- 
tions such as cerebral tumour or abscess giving rise to great increase in 
intracerebral pressure, are not suitable for domiciliary lumbar puncture. 


MATERIAL REQUIRED 
About 5 or 6 ml. of fluid should be taken as a sample. It és often helpful to 
divide this into two parts of 2 to 3 ml. each, for if the specimen is blood- 
stained the appearance of more blood in one sample than the other suggests 
that the blood is a contaminant due to accidental pricking of a vessel. In 
subarachnoid hemorrhage bloodstaining is uniform. 

The samples should be collected in clean, dry, sterile, screw-capped glass 
containers. In suspected meningitis lumbar puncture should only be under- 
taken when the C.S.F. sample can be rapidly transferred to the laboratory, 
preferably in the practitioner’s trouser pocket where it will be kept warm, 
fcr meningococci are extremely delicate organisms and will not long survive 
cooling. Further, if more than a few hours are allowed to elapse before 
examination of the fluid the sugar concentration will appear artificially low. 
If bacteriological examination is not required, the specimen may be sent by 
post, although if in such circumstances the sugar concentration is desired, 
0.5 ml. of the sample should be sent in a special bottle containing about 1 
mg. of sodium fluoride as a preservative. It is always preferable, however, 
for the sample to be received in the laboratory fresh, and at a convenient 
time for the tests to be carried out with a minimum of delay. 

Information concerning the C.S.F. pressure, and the result of Quecken- 
stedt’s test, should be sent to the laboratory, together with all relevant 
clinical data, as this will assist the pathologist to prepare a helpful report. 

Routine tests on cerebrospinal fluid fall into three main groups: (i) 
chemical, (ii) cytological, and (iii) bacteriological. 


CHEMICAL INVESTIGATION 
The concentrations of protein, sugar and chloride are usually estimated as a 
routine, although some laboratories now omit chloride as this gives less 
valuable information than the other tests. 

Total protein is usually estimated by turbidometric methods. A suitable 
protein precipitant such as sulphosalicylic acid is added to a small quantity 
of C.S.F. and the resulting turbidity measured against a series of known 
standards, or, as in the method described by Yeoman (1955), by measure- 
ment in the M.R.C. grey-wedge photometer. If a green filter is used it is 
possible to read the protein concentration directly from the photometer scale. 

The normal C.S.F. protein conceutration is from 15 to 30 mg./100 ml., 
but there is some variation with age, a child having from 10 to 15 mg./100 ml. 
and an elderly person may have up to 50 mg./100 ml. without abnormality. 
C.S.F. protein is raised in many diseases of the central nervous system, and 
is high in all forms of meningitis. 
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Although all the protein fractions found on paper electrophoresis of the 
plasma have been detected in the C.S.F., the proportions are quite different, 
for in C.S.F. albumin greatly predominates. Consequently, crude qualitative 
tests for globulin, such as Pandy’s test, will be negative on normal fluid. 
Pandy’s test is dependent upon the precipitation of globulin by aqueous 
phenol. It will be positive in most cases of meningitis, and strongly positive 
in neurosyphilis. 

The proportion between y-globulin and other protein fractions is the 
basis of the Lange colloidal-gold test. y-globulin causes precipitation of 
colloidal gold, whereas this is inhibited by albumin and «- and §-globulins 
(Maclagan, 1946). Serial dilutions of the C.S.F. are prepared, treated with a 
solution of colloidal gold and allowed to stand overnight. A normal C.S.F. 
shows no precipitation. Three patterns of abnormal response are found. If 
maximum precipitation is found in the tubes containing the highest con- 
centrations of C.S.F. the ‘curve’ is said to be paretic in type, if maximum 
precipitation is in the intermediate tubes it is said to be /uetic in type, and if 
in the tubes containing the lowest concentrations of C.S.F. it is said to be 
meningitic. Paretic curves are likely to be found in general paralysis of the 
insane, poliomyelitis and some cases of multiple sclerosis and meningo- 
vascular syphilis. Luetic curves may be found in tabes and again in some 
cases of multiple sclerosis and meningo-vascular syphilis. Meningitic 
curves are found in bacterial meningitis. 

Sugar concentration is usually determified by methods which depend on 
the property of glucose to reduce cupric to cuprous compounds or ferri- 
cyanide to ferrocyanide. The degree of reduction is then measured colori- 
metrically or by titration. These methods are not absolutely specific, so the 
normal range varies somewhat with the method employed. Marks (1960), 
using a highly specific glucose oxidase method, found a mean normal of 
60.5 mg./100 ml. with a standard deviation of 7.3. A copper reduction 
method (Folin and Wu) gave a mean about ro per cent. higher. The normal 
range for reduction methods is therefore of the order of 50 to 80 mg./100 ml. 

In pyogenic meningitis the C.S.F. sugar is greatly reduced and may even 
disappear. In tuberculous meningitis it is less drastically reduced, and in 
virus forms usually normal. For most purposes therefore it will be the 
lower limit of normal that will concern the practitioner. Serial determinations 
provide a useful estimate of the success of treatment in bacterial meningitis, 
as the sugar begins to rise early if treatment is effective. 

Chloride is normally present in a concentration of 120 to 126 mEq./l. 
(700 to 740 mg. of sodium chloride per 100 ml.). Chloride is reduced in 
meningitis: most markedly in the tuberculous type, and least, if at all, in 
virus infection. 

CYTOLOGICAL INVESTIGATION 
Normal C.S.F. contains up to five lymphocytes per c.mm. There should be 
no polymorphonuclear leucocytes or red cells present. Red cells may be 
seen in a normal fluid due to accidental damage to a blood vessel during 
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lumbar puncture. In such a case the supernatant fiuid after centrifuging will 
be clear, whereas in subarachnoid hemorrhage it is usually stained yellow 
or red, provided some twelve hours have elapsed between the bleed 
and lumbar puncture. Staining of the supernatant fluid should be in- 
terpreted with caution if there has been another lumbar puncture during the 
previous two or three weeks. 

Lymphocytes are increased in syphilis and virus infections of the 
meninges, and polymorphs appear in large numbers in pyogenic infections. 
In tuberculous meningitis and pre-paralytic poliomyelitis both types of 
white cell are increased with lymphocytes predominating. 

The fluid may be examined for malignant cells when appropriate. 


BACTERIOLOGICAL INVESTIGATION 

The centrifuged deposit is examined by direct smear and culture, and the 
Wassermann reaction performed on the fluid. Smears are stained by Gram’s 
method for the detection of pyogenic organisms, and by the Ziehl-Neelsen 
method for tubercle bacilli. Cultures are made on blood agar and incubated 
anaerobically and in air containing 10 per cent. CO,, and on chocolate agar 
in 10 per cent. CO,. The latter is particularly suitable for the growth of 
meningococci. 

When indicated, culture for Mycobacterium tuberculosis is made on 
Léwenstein-Jensen medium. The growth is very slow, and cultures are 
incubated for from six to eight weeks, and examined at weekly intervals. In 


addition a guinea-pig may be inoculated with C.S.F. and examined after 
several weeks for signs of tuberculosis. 


CONCLUSION 
It will be seen from the foregoing that the report on cerebrospinal fluid 
comes in three stages. First there is a preliminary report giving the result of 
chemical tests, cell count and bacteriological smears. After twenty-four to 
forty-eight hours comes the result of the culture, giving identification of any 
organism grown, and its antibiotic sensitivity, but the final report on the 
presence or absence of tubercle bacilli may have to wait six weeks. 
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REVISION CORNER 
FOREIGN BODIES IN THE NOSE AND EAR 


Various foreign bodies, such as pebbles, buttons, beans and pieces of silver 
paper, are found at times in the nasal passages. Size is the only limit to the 
variety of foreign bodies which may be found in the external auditory meatus. 


FOREIGN BODIES IN THE NOSE 

Foreign bodies in the nose may enter through the anterior nares, through 
the posterior nares, or by penetrating through the walls, or less often may 
arise in situ, as in the case of sequestra and rhinoliths. If the patient, usually 
a child, is forthcoming with the statement that some foreign body has been 
pushed into the nose, the diagnosis is simple, but very often months or 
years have elapsed and meanwhile granulations may have sprung up from 
the irritated mucous membrane concealing the object, whilst the patient has 
forgotten having inserted it. At times, the foreign body may enter the nose 
from behind as the result of vomiting, or a bullet may pass through the 
lateral wall and lodge in the nasal cavity. 


DIAGNOSIS 

Symptoms vary according to the size, nature and situation of the substance 
introduced and are often increased by the attempts at extraction. If dis- 
comfort and blockage are not at once noticed, a period of tolerance may 
follow lasting a few days to many years. During this period the foreign body 
may give no evidence of its presence beyond a certain amount of unilateral 
nasal discharge and blockage. Eventually the nasal discharge usually be- 
comes constant and very unpleasant and the patient most often appears with 
this as his main complaint. 

Differential diagnosis—Nasal diphtheria is usually bilateral and ac- 
companied by enlarged cervical glands. Sinusitis, membranous rhinitis, 
malignant diseases and ozzna are seldom difficult to differentiate. 


EXAMINATION 
Examination in children is often difficult, and cocaine should be used 
carefully and sparingly in young subjects. In many cases it is advisable to 
give a general anesthetic to secure the object and avoid local injury. The 
foreign body usually lies in the inferior meatus surrounded by such a 
quantity of secretion that inspection alone is not enough to detect it. 
Suction or a probe will usually clear the diagnosis. 


TREATMENT 

Except in very young children the nose is prepared with cocaine and 
adrenaline, is well illuminated and opened with a nasal speculum. Nasal 
forceps firmly seize the object which can then in most cases be gently worked 
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free and removed. Occasionally it may be necessary to push the foreign 
body backwards into the nasopharynx, care being taken that the object 
does not pass into the larynx or cesophagus. No attempt should be made to 
syringe out the foreign body. 


FOREIGN BODIES IN THE EAR 
In towns children are most often affected, but in country practice large 
numbers of farm workers will be found to have one or more small grass 
seeds in the ear-canals when the ear is examined for other purposes. The 
seed is blown near the meatal opening and the side hairs work it into the 
canal as a result of body movements. So long as the tympanic membrane is 
uninjured small foreign bodies such as this may remain in the canal almost 
indefinitely without causing disturbance of function, although it is useful to 
remember that any foreign body in the ear may cause a chronic cough. 
Welding processes result in small flying bodies which may enter both 
external and middle ears and it is interesting to note that small mobile 
foreign bodies in the middle ear give rise to characteristic tinnitus associated 
with head movement. 

Animated foreign bodies in the ear are more common in hotter climates 
but small flies are not infrequently seen in the auditory canal. These can 
usually be removed by syringing but some authorities suggest filling the 
canal with chloroform for a short time before syringing, in order to kill 
the insect. 


TREATMENT 

In the past unskilled attempts at removal of a foreign body have destroyed 
the usefulness of the organ and have been the direct cause of not a few 
deaths. When a patient cumes with a history of a foreign body in the ear it 
is important that the practitioner should assure himself of its presence by 
careful inspection. The ear may then be syringed if no foreign body is seen, 
as a very small body may be out of sight on the meatal floor close to the 
tympanic membrane. Syringing will with little difficulty remove the great 
majority of foreign bodies entering the auditory canal. This applies to 
almost all smooth bodies small enough to enter the bony meatus without 
having to overcome resistance at the isthmus, and to all smooth objects 
remaining in the cartilaginous meatus which are not large enough to fill 
completely its lumen. When syringing, the stream of water should be 
directed along that part of the wall of the meatus where there is the widest 
space between it and the foreign body. When the object appears to fill the 
canal lumen it is clear that irrigation will not dislodge it and may 
carry it farther into the canal unless the stream can be made to enter the 
space between the intruder and the drum membrane. When irrigation is 
employed in such a case, the auricle should be pulled outwards and back- 
wards and a rather forcible stream directed inwards and a little upwards and 
backwards along the postero-superior wall. 





NOTES AND QUERIES 

Perhaps too much emphasis has been placed on the danger in using the 
syringe of causing foreign bodies such as peas or beans to swell and occlude 
the canal. Examination should decide in such cases whether the body has 
already become swollen, or is so large as to render its removal by irrigation 
doubtful, for in case of failure the moisture left in the canal will be likely to 
render subsequent efforts at removal difficult. If the seed or pea is small and 
movable in the canal there is no danger in the use of a syringe. 

Whilst syringing does not act so well on a substance deep in the bony 
canal, there are few cases in which a body free in any part of the canal 
cannot by this method be removed without injury to the soft tissues. Should 
syringing fail to dislodge the object it may be loosened with a ring-ended 
probe such as that of Jobson Horne. If the body still remains firmly impacted 
the risk of complications from further manipulations is considerable and 


special help should be obtained. 


M. SPENCER HARRISON, M.D., F.R.C.P.ED., F.R.C.S.ED. 
Surgeon, E.N.T. Department, Lincoln County Hospital. 


NOTES AND QUERIES 


Climate for Chest Conditions 


Query.—I would appreciste 
climate for two of my patients 

One is a woman of 33 with 
bronchiectasis originating in 
recent superimposed tuberculous infection now 
sputum-negative. I feel that in England the 
least amount of smog might be 
whereas in a better climate she could continue 
to be active and perhaps even do a job of work 
which she is unable to do now 

The other is aged 28 and has frequent minor 
attacks of bronchospasm with once or twice a 
year a fairly heavy attack with purulent sputum 
and marked dyspneea. 

Which countries have the best 
these types of cases? Is Australia suitable? 


advice about 


very severe 


childhood, and 


disastrous, 


climate for 


Rep_Ly.—Advice concerning climate can only 
be given to patients with asthma or bronchitis 
in general terms because of individual and often 
unaccountable variations in their response to 
different surroundings. 

In general a patient with a tendency to 
bronchial infection will be better in a dry dust- 
free atmosphere than in a damp smog-laden one 
When bronchiectasis is present postural drain- 
age and possibly long-term antibiotic treatment 
are likely to be more important than a mere 
change of climate. If disease is so advanced that 
the patient is unable to work, it seems probable 
that she has extensive lung damage and a 


change of climate alone is likely to prove dis- 
appointing. Careful assessment of lung function 
should certainly be carried out before making 
any recommendation, 

In the second case a policy of trial and error 
is the only safe one. The dry cold air of Canada 
often seems to be particularly suitable for 
asthmatics. In Australia particularly there are 
tremendous variations of climate; for example 
the humid and at times dusty atmosphere of 
Queensland, contrasts with the dry heat of 
New South Wales. In South Africa the climate 
of Port Elizabeth is humid and well known for 
its bad effect on asthma, whereas the hilly dis- 
trict a few miles out of the town is regarded as 
beneficial. Knowledge of local conditions and 
caution in giving advice are therefore recom- 
mended 

R. S. Bruce PEARSON, D.M., F.R.C.P. 


Treatment of Rosacea 
Query.—lIs there any treatment which would 
help a patient who has a persistently red nose 
accompanied by greatly enlarged pores? Her 
age is 35 years and there is a history of acne 
vulgaris for the past twenty years, which has 
improved but not disappeared altogether, and 
the skin is excessively greasy. She has also suf- 
fered from migrainous headaches for the past 
six years, but is otherwise in good health. 

Is there any treatment available or is this a 
condition which is best ignored? 
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Repty.—The patient almost certainly has a 
mild and early rosacea, a disorder about which 
we still know remarkably little, and treatment 
is therefore not very satisfactory. In rosacea the 
superficial vessels of the affected region of the 
face tend to remain dilated permanently or 
semi-permanently, and furthermore, when not 
dilated, become so on minimal stimulation. The 
patient should be told to avoid, so far as is 
compatible with a normal social existence, any- 
thing which will make the face flush: e.g. very 
hot drinks, spicy foods, strong cold winds or 
the like. Simple explanation of the nature of 
the malady may also help the patient to become 
less embarrassed by it and this may help to 
eliminate emotional flushing. Elaborate psycho- 
therapy is unfruitful and unnecessary and it is 
difficult to see how any ‘complex’—even should 
one be uncovered—can have any direct etio- 
logical role in the production of tke keratitis 
which, not infrequently, is part of the rosacea 
picture. Alcohol (in moderation) is permissible 
in most cases and the patient should be told 
that she need not curtail her social activities 
unless the rosacea is obviously worsened when 
small quantities of alcohol are consumed. 
Hydrocortisone lotion has helped when applied 
locally and the presence of papules or pustules 
is an indication for local treatment with anti- 
septic lotions such as hexachlorophane, 0.5 per 
cent., tyrothricin, 1 in 1000 (alone or combined 


with hydrocortisone). Keratitis should be treated 
urgently. 

The prognosis as regards ultimate ‘cure’ is 
good, but a fair number of cases exhibit a stub- 
born chronicity and defy all attempts at treat- 
ment. Radiotherapy has no place in manage- 
ment. 


E. J. MOYNAHAN, F.R.C.P. 


Fibrocystic Disease of the Pancreas 
Query.—Have there been any advances in our 
knowledge of the pathogenesis, diagnosis, and 
treatment of fibrocystic disease of the pancreas 
since Professor Henderson’s contribution to the 
symposium on ‘Diseases of Childhood’ in 
March of last year (The Practitioner, 1959, 
182, 296)? I have a small patient who, clinically, 
presents most of the features of cystic fibrosis 
of the pancreas, with the notable exception that, 
despite each parent being one of a large family, 
and both maternal and paternal grandparents 
being members of large families, no hereditary 
background can be established. He is at present 
under hospital investigation. 

Rep.ty.—There have been no notable advances 
in our knowledge of fibrocystic disease of the 
pancreas in childhood during the past year, but 
numerous observers have emphasized the pro- 
tean nature of the disease and have shown 
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various manifestations of it to be fairly common 
in adults. These revelations have broadened 
our conception of the pathogenesis and diag- 
nosis of the disease. For instance, Koch (1960) 
has suggested autosomal dominant inheritance 
with fairly high penetrance rather than a 
recessive mode of transmission which was 
formerly assumed; and whilst the high salt 
content of the sweat is still regarded as a valu- 
able diagnostic sign, it has been found that 
fractional analysis of pancreatic samples for the 
various enzymes is much more informative than 
the estimation of trypsin alone since special 
attention is necessary to an unequal depression 
of the various enzyme activators. The associa- 
tion of the disease, which has increasingly been 
called mucoviscidosis, with peptic ulcer as well 
as chronic lung disease is becoming more 
definite as evidence accumulates. A recent lead- 
ing article in The Lancet reviewed the present 
position well. 
References 
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Proressor J. L. HENDERSON, M.D., F.R.C.P.ED. 


Vitamin B, Sensitization 
Query (from a reader in Burma).—A female 
patient, aged 69, has been under my care for 
the treatment of pulmonary tuberculosis. She 
was given isoniazid and streptomycin, and also 
oral multivitamins and intramuscular vitamin B 
complex with the purpose of improving her 
general condition. She took the treatment well, 
but one day she developed anaphylactic shock 
after an intramuscular injection of 100 mg. of 
vitamin B,. I had reluctantly given B,, only 
because the stock of vitamin B complex carried 
in my medicine case was exhausted and after a 
thought that ‘something is better than nothing’. 
Soon after withdrawal of the needle, she had 
intense pruritus on the forearms, immediately 
followed by incessant sneezing and retching. 
The radial pulse became imperceptible, blood 
pressure dropped, and dyspnecea set in. Her ex- 
tremities were cold and clammy and finally 
consciousness was lost. Just before the loss of 
consciousness, she involuntarily voided urine. 
In a nutshell, the reaction was one of ana- 
phylactic shock. All these features appeared 
within a matter of three minutes. 0.5 ml. of 
adrenaline (1 : 1000) was administered intra- 
venously in 20 ml. of 25 per cent. glucose. This 
was followed by 1.5 ml. of nikethamide. The 
radial pulse and blood pressure improved and 
consciousness was regained within five minutes. 
Soon after consciousness was regained, she vol- 
untarily defecated once. She recovered com- 
pletely from the shock within an hour. No 
allergic manifestations remain to date (10 days). 





NOTES 


Was this a case of sensitization to vitamin B, 

by previous injections of vitamin B complex? 
If so, there is every likelihood of the patient 
being sensitized to other constituents of vita- 
min B complex. Is the reaction a contra- 
indication for future parenteral administration 
of other components of vitamin B complex or 
vitamin B complex itself: 
Rep_y.—There is no doubt that the patient 
had a very severe anaphylactic response follow- 
ing the injection of 100 mg. of vitamin B, 
Incontinence of urine and feces which is so 
typical of severe shock, makes one think that 
the immediate treatment given was probably 
lifesaving. 

Answering the question of whether sensitiza- 
tion to vitamin B, was produced by previous 
injections of the vitamin B complex, I think 
we can be fairly certain that this was the 
method of sensitization. Whether the patient is 
sensitized to other constituents of the vitamin B 
complex will never be known. Any injection can 
sensitize and one knows from experience of 
penicillin injections that the more injections 
that are given the greater is the chance that 
sensitization may follow. Sensitization to vita- 
min B, injections does occur. Sensitization to 
nicotinic acid tablets given for Méni¢re’s syn- 
drome has been seen. Yet it is difficult to 
understand exactly what component of a vitamin 
tablet or vitamin injection has acted as an 
allergen. Trace amounts of silk used in the 
filtration process of an injection could be re- 
sponsible or trace amounts of penicillin in 
someone already sensitized to penicillin. | would 
strongly advise against any further injections of 
other components of vitamin B complex. Oral 
vitamin B complex might cause allergic trouble 
in the same way as does oral penicillin in some- 
one sensitized by injections of penicillin 

A. W. FRANKLAND, D.M. 


Recurrent Ulcers in the Mouth 

Query.—Has any virus ever been isolated in 
the so-called ‘recurrent peptic ulcers’ of the 
mouth? I know of two cases, one being myself, 
where local, gastric, or general causes can be 


excluded. There is no familial factor either. 
Except for saprophytic bacterial or fungal 
contaminants, no organism has been isolated 
from the small necrotic areas which invariably 
follow the vesicular stage of the affection. In 
the two cases mentioned, the affection has been 
present for over five years, and all therapeutic 
measures, including local application of corti- 
coids, have failed. 
I would be grateful for your opinion 


Repty.—To the best of my knowledge no 
virus has ever been isolated in connexion with 


AND 
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recurrent ulcers in the mouth. Various theories 
have been put forward to explain these painful 
aphthous ulcers but none has been very con- 
vincing. The only treatment which usually 
helps, although apparently it has not been 
effective here, is the sucking of a corticosteroid 
tablet, e.g. prednisone. 

A. H. DOUTHWAITE, M.D., F.R.C.P. 


Familial Mongolism 
Query.—A mother, aged 40, has recently had 
a mongol child in her fourth pregnancy. The 
other three children are quite normal. There is 
no history on her side of congenital abnormality. 
On the husband's side, however, there is an 
older sister with a congenital squint and three 
of his mother’s siblings have had first children 
with squint. One of these sisters, the husband’s 
aunt, has mongoloid features and a squint. Her 
daughter, the husband’s first cousin, has mon- 
goloid features and has produced a still-born 
child and a true mongol who also has a squint. 
The mother who has recently had the mongol 
child, whose eyes are normal, is worried that 
her other three children may have abnormal 
children themselves. Can she be reassured? 


Rep_y.—Yes, the mother can be reassured that 
there is little chance of her normal children 
having abnormal offspring. The fact that her 
husband's cousin has also had a mongol child 
is very probably coincidental, and it is also 
probable that the ‘mongoloid features’ in this 
cousin and her mother are without significance. 
It would, however, be worthwhile, before the 
inquirer’s normal children grow up, examining 
the chromosomes of the husband, his cousin, 
and the mongol patients, if they are still alive. 
The object would be to exclude the presence of 
one of the rare chromosome abnormalities that 
may be responsible for familial mongolism 
(Penrose et al., 1960; Carter et al., 1960). 
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Saccharin 

Query.—Have any toxic effects been reported 
from the use of saccharin taken over long periods 
of time? From personal experience I have noted 
a decrease in the ‘sweetness’ produced by a 
given amount with the passage of time. Is it 
possible to become habituated to the substance? 


Rep_ty.—There is no evidence that saccharin 
produces any toxic effects either in animals or 
humans when given over long periods of time. 
It is all excreted in the urine or stools within 
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twenty-four hours of ingestion. At concentra- 
tions above 1 in 10,000 there is a bitter flavour 
which some persons can detect above the sweet- 
ness. It is possible that with continuous use the 
taste buds may respond less to a given con- 
centration but this is not the general experience 
of those who use the substance freely. 
Proressor E. J. WAYNE, M.D., F.R.C.P. 


Less Painful Injections 

Dr. G. A. Poweiit-Tuck (Dorridge, Warwick- 
shire) writes:—I read with interest your ‘Prac- 
tical Note’ on ‘Less painful injections’ (October 


1960, p. 576). 


During nearly thirty years of general practice, 
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only very recently—perhaps during the past 
two years—has it occurred to me that an obvi- 
ously less painful skin area must be the scar of 
previous vaccination (smallpox). I have since 
made a practice of injecting through a vaccina- 
tion scar and almost every patient has volun- 
teered the statement that it was far less painful 
than previous injections. The volume of in- 
jected material itself causes discomfort which 
sometimes radiates down the arm and at present 
it seems there is no remedy for this. Although 
tougher to penetrate on account of its fibrous 
matrix, the scar is almost insensitive to needle 
prick. Owing to less elasticity there is a greater 
tendency to slight bleeding, but this is easily 
and quickly controlled by pressure. 


PRACTICAL NOTES 


Ferrous Sulphate Poisoning 


IN reporting a case of gastric stricture resulting 
from ferrous sulphate poisoning, J. M. Davis 
(Proceedings of the Royal Society of Medicine, 
October 1960, 53, 876) drew attention to the 
fact that this is the tenth case to be reported. 
His case was an infant, aged 16 months, who 
swallowed thirty of her mother’s sugar-coated 
ferrous sulphate tablets. She received imme- 
diate treatment and was sent home from hos- 
pital after sixteen days. Four weeks later—i.e. 
six weeks after the initial poisoning—she was 
readmitted to hospital, with a history of vomit- 
ing of increasing severity. A barium meal re- 
vealed a long stricture of the distal part of the 
stomach and the proximal part of the pyloric 
canal; the csophagus was grossly distended. 
A high anterior gastro-jejunostomy was per- 
formed, and three months later her general 
condition was satisfactory. An analysis of the 
10 recorded cases shows that the age of the 
patients ranged from 13 to 36 months, and that 
the number of tablets consumed ranged from 
10 to 76. The most important point brought 
out by the analysis is the time interval between 
the initial poisoning and the development of the 
gastric stricture: i.e. three to weeks 
(average five weeks). This led to a deceptive 
period of apparent recovery, causing late diag- 
nosis, malnutrition and dehydration in six cases. 
To avoid this, it is recommended that ‘all cases 
of iron poisoning should be kept under obser- 
vation for six weeks and a routine barium meal 
performed at about this stage’. 


seven 


Oral Hypoglycemic Agents 
effectiveness of 
insulin substitutes’, J. D. N. Nabarro (British 


In a review of the ‘clinical 


Medical Bulletin, September 1960, 16, 255) 
states that the hypoglycemic sulphonamide 
derivatives—tolbutamide and chlorpropamide 

are of value in the treatment of middle-aged 
diabetics who do not have ketonuria. Diabetics 
who have had a significant degree of ketosis, 
and patients in whom diabetes developed before 
the age of 40, rarely respond to them. Usually 
the type of patient in whom they are of value 
is overweight, and in many cases dietary re- 
striction alone will cure the diabetic symptoms 
and correct the hypoglycemia. If the blood 
sugar remains high after weight reduction, or 
if the patient’s weight is within the average 
range when he is first seen, hypoglycemic sul- 
phonamide derivatives may be used. Restoring 
the blood sugar to a normal level is likely to 
reduce the risk of complications in these 
patients. It is comparatively simple to advise 
them to take tablets to keep the blood sugar 
within the normal range, whereas it would be 
difficult to advise a symptomless elderly dia- 
betic to have daily injections of insulin. These 
tablets may also be of value in patients who 
find insulin injections difficult on account of 
physical infirmity or poor vision. On the other 
hand, tablets should not be given as an alterna- 
tive to dietetic treatment, and their use in over- 
weight patients is unjustifiable. Attention is 
drawn to the increasing number of patients 
who are developing resistance to these prepara- 
tions, especiaily tolbutamide. The position with 
regard to the diguanide hypoglycemic agents 
(e.g. phenformin) is still not quite clear, as they 
have not been in use for a sufficiently long time. 
The current view is that they may reasonably 
be used to supplement the sulphonamide de- 
rivatives in middle-aged stable diabetics, or 
insulin therapy in the younger brittle or labile 
diabetic. 
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H-3 in Ageing Patients 
4s a result of a double-blind 
‘institutionalized geriatric’ patients, J. O. Smigel 
and his colleagues (Fournal of the American 
Geriatrics Society, October 1960, 8, 785) report 
that ‘so far’ they ‘have found no evidence to 
substantiate Dr. Aslan’s claims that 
(H-3) therapy reduces the biologic age 
the chronologic other 
‘enough potential worth has been revealed to 
justify continuation of the study, using pro- 
caine as adjunctive treatment’. Stress is laid 
upon the necessity for testing for sensitivity 
before initiating treatment: of the 65 patients 
in this series tested for sensitivity, two had 
allergic reactions. The testing is carried out by 
an initial subcutaneous or 
tion of 0.5 ml. of the solution (2%) 
twenty-four hours later, if no reaction, by 2 ml 
intramuscularly. If this, in turn, is followed by 
no reaction, then a full course can be started 
5 ml. intramuscularly thrice-weekly for four 
weeks. This course is repeated after a 
day interval. In the series reported here, 
such courses had been given. With one excep- 
tion, there was no dramatic 
any of the patients. ‘Nevertheless’, it is stated, 
‘some fair short-term results were 
These included ‘a sense of well-being, a more 
normal mental attitude towards self and others, 
greater muscular power, and improved texture 
of the skin’. Sphincter contro) was not signifi- 
cantly altered. These improvements occurred 
in 83.3% of the treated patients and 30% of the 
controls (who received injections of normal 
saline). The conditions in which 
seemed to be of some were 
senile Parkinsonism, cerebral 
with or without chronic brain 
cerebral palsy, and multiple sclerosis 


Autogenous Staphylococcal 


Vaccines 

IF autogenous vaccine is prepared in the correct 
manner, it is a ‘valuable therapeutic agent’ in 
staphylococcal infection, according to K. L 
McCoy and E. R. Kennedy (Journal of the 
American Medical Association, September 3, 
1960, 174, 35). In support of this claim they 
report their results in 60 cases treated in thi: 
way over a twelve-month period: 44 ‘excellent’ 
responses (i.e. rapid clearing of the infection and 
freedom from reinfection for a period of six 
months or longer), 11 cases of ‘improvement’ 
and five failures. The effectiveness of the vac- 
cine depends upon the use of a mild killing 
agent, avoiding subculture of the vaccine strain, 
standardizing the vaccine density before killing 
the organisms, and shaking the vaccine cell 
suspension during the incubation period. Auto- 
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genous vaccine therapy is indicated in patients 
whose disease persists, recurs, or extends after 
adequate treatment with antibiotics, local 
measures and correction of environmental 
factors. These ‘environmental factors’ include 
measures in the home aimed at 
eliminating dust and airborne dissemination 
of bacteria, remoyal of irritating or allergic 
factors, and control of contact with carriers’. 
Ten injections are given at intervals of two to 
three days. In cases in which there is only 
improvement’, a second course of five injections 
is given at intervals of four to seven days. In 
the series reported there were no systemic re- 
actions, and the most severe local reaction was an 
erythematous area, 12 to 15 mm. in diameter. 


Sanitary 


Steroid Therapy in Lymphocytic 
Leukaemia 

As a result of their findings in a series of 20 
patients with chronic lymphocytic leukemia or 
other malignant lympho-proliferative disorders 
who had become resistant to other forms of 
therapy, and who were treated with cortico- 
steroids, J. G. Freymann and his colleagues 
(British Journal of Haematology, July 1960, 
6, 303) conclude that ‘corticosteroid therapy is 
the treatment of choice for patients in whom 
there is no further response to x-ray or alkyla- 
tion therapy, and there is anemia requiring 
repeated transfusions, whether or not there is 
any evidence of hemolysis’. Prednisone is the 
agent of choice, given initially in doses of at 
least 40 mg. a day and continued for at least 
three months unless a response occurs earlier. 
Dosage is reduced once the hemoglobin reaches 
adequate levels, but, with one exception, it was 
found necessary to continue a maintenance dose 
of 10 to 20 mg. daily for the duration of the 
patient's life. Although half of the patients 
tolerated this dosage ‘surprisingly well for long 
periods of time’, the list of toxic reactions is 
‘alarming’, infection being the 
most frequent complication. On the other hand, 
i is pointed out, ‘alarm should be tempered by 
the fact that many of these complications did 
not occur until after 1 to 3 years of clinical 
benefit. Furthermore, the chief problem, in- 
fection, is such a common complication of the 
underlying disease that it cannot be considered 
to be a complication of treatment alone’. 


lescribed as 


Blindness from Temporal Arteritis 
To illustrate ‘the disastrous sequela’ which may 
occur from complications of temporal arteritis, 
H. Ryan (Medical Journal of Australia, June 18, 
1960, i, 978) reports a case of total blindness in 
a woman aged 68 who was seen too late for any 
treatment to be of much avail. When first seen 
on admission to hospital she stated that she had 
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been well until three months before, when she 
had developed painful cramps in her calf 
muscles and in the muscles of her feet, foliowed 
one month later by ‘agonizing’ pain between the 
shoulder blades and around the chest. The pains 
lasted for three or four weeks, then gradually 
subsided. Six weeks before admission she had 
developed similar pain in the throat and lower 
part of the chest, radiating to the head. She also 
had pain and extremely tender patches on the 
head and face, mainly around the temples, and 
the ‘veins’ of the head were hard and raised and 
sore to the touch. Three weeks later the right 
eye ‘became suddenly blind’ and a few days later 
the vision in the left eye was also affected, 
progressing to total blindness within a further 
two or three days. Biopsy of the temporal 
arteries showed changes typical of giant-cell 
arteritis and evidence of /airly recent thrombosis. 
As the etiology of temporal arteritis is at present 
unknown, treatment is ‘unsatisfactory’, but 
cortisone ‘appears to be of value’ in relieving the 
pain and the symptoms, and anticoagulants, if 
used early, ‘may be of value in preventing 
thrombosis’. The patient in this report was seen 
too late for treatment to be of much help, but 
cortisone relieved her pain although she de- 
veloped a peptic ulcer while under treatment 
The need is stressed for ‘prompt and energetic 
treatment in dealing with patients suffering from 
temporal arieritis if blindness is to be prevented’. 


Disodium EDTA in Digitalis 


Intoxication 

EXPERIENCE with the use of disodium EDTA 
in six patients with digitalis intoxication in- 
dicates that in such cases ‘it may be the treat- 
ment of choice for the induction of a rapid 
reversion of a dangerous arrhythmia’, according 
to J. L. Rosenbaum and his colleagues (American 
Journal of the Medical Sciences, July 1960, 240, 
77). Administration of digitalis was suspended 
in each patient before starting treatment and, 
with one exception, each received 3 g. of 
disodium EDTA as a 1.2% solution in 5% 
glucose in water intravenously over a period of 
twenty to thirty minutes. Results were beneficial 
in four patients and ‘dramatic’ in one, although 
in this case the effect was not sustained. In the 
remaining patient in the series, who was given 
1.8 g. of disodium EDTA, no effect was pro- 
duced. Although the effect of the drug may 
be transient in some cases, its response persists 
in others, and ‘it permits the institution of 
slower and more conventional KCL therapy 
after its administration has been completed’. 


Ranula 
DEFINING a ranula, as ‘a transparent cyst in the 
floor of the mouth’, Milroy Paul (Australian 
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and New Zealand Journal of Surgery, August 
1960, 30, 59) advances evidence in favour of 
the view that it is a retention cyst of a mucous 
gland, attaining its large size because of the 
loose cellular tissue in the sulcus between the 
tongue and the mandible. He deprecates the oft- 
repeated view that transparent cysts on the 
under-surface of the tongue are ranulas. ‘Al- 
though a cyst on the under-surface of the tongue 
is in the floor of the mouth, these cysts are 
clearly different from the ranulas. They never 
extend into the sulcus between the tongue and 
the mandible, while the ranulas on the other 
hand never extend upwards on the under- 
surface of the tongue’. He also disagrees with 
the commonly accepted view that excision of a 
ranula is not possible, and gives details of a 
new operation whereby this can be successfully 
achieved. Over a period of twenty-four years 
he has treated 13 cases in adults and five in 
children. In 16 cases the ranula was completely 
excised. Marsupialization into the floor of the 
mouth was done in two cases but, ‘looking back 
on these cases in retrospect, it is felt that they 
also could have been dissected out’. 


A Safety-Pin Retractor 


‘A SIMPLE, inexpensive, effective, self-retaining 
safety-pin retractor, for use in minor surgical 
procedures done in the office, or the ward, in 
the emergency room and in the minor operation 
room’ is described by L. Braunstein and M. I. 
Shoul (New England JFournal of Medicine, 
September 8, 1990, 263, 503). It can be made 
within a few seconds, and the size can be 
varied merely by varying the size of the safety- 


pin. It has the further advantage that it is 
readily sterilized in the autoclave. All that is 
required is to bend the tips of the pin at right- 
angles to the limb of the pin away from the 
‘V’ of the pin. A second right-angle bend is 
then made in each limb of the pin at right- 
angles to the first bend. 
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REVIEWS OF BOOKS 


The Practitioner's Handbook. Edited by 
WitiiamM A. R. THOMSON, M.D. Lon- 
don: Cassell & Co. Ltd., 1960. Pp. 711. 
Illustrated. Price 63s. 

PRACTICALLY three hundred (286 to be precise) 

of the short articles, previously published in 

‘Revision Corner’ of The Practitioner during the 

past fourteen years, have been themselves re- 

vised and brought up to date and published in 
this attractive volume. The series was originally 
intended for those of us who had been out of 
touch with general practice during the war, but 
it has continued as a monthly feature, and 
serves as a criterion by which one can decide 
just how rusty or up to date is one’s knowledge 
of a great variety of conditions and problems 
met within general practice. Strictly speaking, 

‘revision’ implies looking again at something 

one has already seen in the past, and quite 

possibly forgotten. But reading these articles 
will do more than this, for no active G.P. can 
keep up to date with every recognized advance 
in medicine and surgery; and if he tries to, he 
needs an authoritative opinion to tell him which 
vaunted advance has stood the test of time and 
criticism. Each subject is written by a suffi- 
ciently eminent author to give confidence, and 
if one learns nothing new, one can feel a smug 
satisfaction at being up to date; but it is rare 
not to learn something quite fresh, or to be 
reminded of some forgotten but important 
aspect or method of treatment 

Examples must be at random in such a com- 
prehensive volume, but I particularly enjoyed 
all the articles on infants—infant feeding, wean- 
ing, teething, snuffles, “The windy infant’, and 
the series of the Child Who Won’t Eat, or 

Sleep, or Walk, or Talk! Not to mention all the 

other awkward habits of the dear little things 

—breath-holding attacks, nocturnal 

night terrors, sleep-walking, nail-biting and 

pica! Perhaps it is only fair to list a few of our 
adult failures which are sympathetically dealt 
with, such as halitosis, aerophagy, and flatulence. 

Even from these few examples it will be seen 
that the heading is often that of a presenting 
symptom, such as tinnitus, pruritus, headache, 
palpitations, cyanosis. But the article deals with 

all the probable underlying causes and gives a 

comprehensive survey of the range of different 

treatments: so that it is sometimes extremely 
useful as a book of reference, if only to see in 
desperation ‘what else to try’, and it is here that 

I have found myself suddenly reminded of 

some underlying cause which I had completely 

forgotten. The same applies to those consulting- 
room problems which have no specific cure 


enuresis, 


acne, psoriasis and athlete’s foot for example. 
Just once I found a sharp disagreement with 
the expert: in the treatment of sciatica and 
lumbago, any form of manipulation is dismissed 
as of no use: this will not stop my efforts in 
certain cases, but it is healthy discipline to be 
reminded that people with more experience 
think differently from oneself! 

It is difficult to give an idea of the very wide 
range of subjects dealt with: e.g. ‘Anticoagulants 
in domiciliary practice’, “The choice of seda- 
tives in old age’, “The Rh blood groups’, “The 
painful heel’. The variety is fascinating and I 
would recommend this book as an ideal Christ- 
mas present. Ask an aunt to give it to you and 
then make a good resolution for the New Year: 
to keep it at your bedside and read at least two 
articles before going to sleep. 

GEOFFREY BARBER 


Clinical Disorders of the Pulmonary Circu- 
lation. Edited by Raymonp DALey, 
M.D., F.R.C.P., JOHN F. GOODWIN, M.D., 
F.R.c.P., and Ropert E, STEINER, M.D., 
M.R.C.P. London: J. & A. Churchill 
Ltd., 1960. Pp. 364. Illustrated. Price 
755- 

Durinc the last two decades a vast amount of 

clinical and physiological research has been 

devoted to the complex effects of pulmonary 
diseases on the heart and of heart diseases on 
the lungs, and great advances have been made 

which are of both theoretical and practical im- 

portance. That much still remains a matter for 

dispute is clearly admitted in the lucid accounts 
of physiological mechanisms which do not 
attempt to circumvent conflicting or uncertain 
evidence. In certain chapters which overlap in 
their subject-matter, there are occasional in- 
teresting contradictions, and in a foreword, 

Dr. Paul Wood indicates his disagreement with 

some of the authors in matters of terminology 

and pathogenetic interpretation. 

This is inevitable in a subject about which 
knowledge has been, and still is, advancing 
rapidly, and the book provides first-rate ac- 
counts of every aspect of this subject. Basic 
physiology is described by Dr. Grant Lee and 
Professor K. W. Donald. Dr. Goodwin deals 
with pulmonary hypertension, electrocardio- 
graphy, mitral and left atrial disease and con- 
genital heart disease. Dr. Steiner and Professor 
C. V. Harrison present clear accounts of the 
underlying pathology and radiological signs of 
pulmonary vascular diseases. Dr. Hugh-Jones 
and Professor J. McMichael describe pulmonary 
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diseases that may affect the heart and the 
clinical picture of cor pulmonale. Dr. J. P. 
Tizard describes pulmonary hyaline membrane 
disease of the newborn Dr. Daley dis- 
cusses pulmonary vascular obstruction and 
pulmonary cedema. 

This is a book of scientific clinical medicine 
written for the student and specialist in cardio- 
pulmonary diseases who seek to enlarge their 
understanding in order to increase diagnostic 
precision and therapeutic effectiveness. For 
them it will provide an indispensable source of 
understanding, a guide to the vast literature 
and a spur to further research. It is admirably 
produced and profusely illustrated. 


Controlled Clinical Trials. Oxford: Black- 
well Scientific Publications, 1960. Pp. 
77. Illustrated. Price 20s. 
Last year the Council for International Organi- 
zations of Medical Sciences organized in Vienna 
a Conference on Controlled Clinical Trials, 
under the chairmanship of Professor A, Brad- 
ford Hill. The aim of the conference, to quote 
Professor Hill’s concluding speech, was ‘to 
build up a clear picture of the British concept 
of the controlled clinical trial and the place that 
we believe it holds in medicine’. This volume 
consists of the 23 papers read at the conference 
These deal with the general principles involved, 
and specific examples of how these principles 
are applied in practice. General principles are 
dealt with mainly by Professor Hill and mem- 
bers of his staff. Specific examples include ‘Sore 
throat: A controlled therapeutic trial in young 
adults’, by Professor Robert Cruickshank; 
‘Clinical aspects of controlled trials in pul- 
monary tuberculosis’, by Dr. J. G. Scadding; 
and ‘Clinical trials in malignant disease’, by Dr. 
Ralston Paterson. Taken all in all, it is an 
admirable review and can be thoroughly recom- 
mended to all clinicians wish to have 
an authoritative and balanced account of the 
subject. 


and 


who 


Obstetrical and Gynecological Pathology. 


By R. E. REWELL, M.D., M.R.C.P. Edin- 

burgh: E. & S. Livingstone Ltd., 1960. 

Pp. 426. Illustrated. Price sos. 
WELCOME to a winner and congratulations to its 
author, who writes from a wide experience. He 
has designed his book, which is assured of 
success, primarily for the postgraduate student 
and specialist in training, but it will undoubtedly 
be welcomed by many medical students, patho- 
logists, and general practitioners interested in 
obstetrics and gynecology. It is concise, lucid, 
up to date, and well timed in that it fills a need 
for guidance in a field in which there have been 
many new developments. For example, the 
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urgent need to reduce perinatal mortality has 
promoted an increasing interest in diseases of 
the foetus and neonate and an excellent account 
is given of these. Moreover, when the author 
is unfamiliar with a condition (which rarely 
happens), as in the case of histoplasmosis and 
tortulosis, he gives the important references for 
those who wish to pursue their studies further. 
A feature of the book is the valuable record it 
contains of references to important articles. 
These are summarized at the end of each 
chapter and will prove of the greatest value to 
those preparing for examination for higher 
degrees and diplomas, or to those engaged in 
preparing lectures or papers. There are 150 
well-chosen illustrations and superimposed 
arrows are used extensively to focus attention 
on important details. Most of the illustrations 
are of photomicrographs and are for the most 
part beautifully produced. Nonetheless, the 
aid of a magnifying glass would prove of value 
in interpreting the details of many owing to 
the low magnification used. Chapters of par- 
ticular interest and value deal with cytology 
and the use of smear technique with its uses 
and abuses, fertility studies and pregnancy 
diagnostic tests, maternal mortality and mor- 
bidity, defects in blood clotting, the anamias of 
pregnancy, and perinatal mortality. 

A tremendous amount of information has 
been skilfully condensed into this book which 
is most warmly recommended to all who have 
an interest in obstetrics and gynecology. 


Antibiotics and Sulphonamides in Ophthal- 
mology. By PRroressor A. SORSBY, M.D., 
F.R.C.S., F.R.C.S.Ep., and JoSEPH UNGAR, 
M.D., D.c.P. London: Oxford Univer- 
sity Press, 1960. Pp. 117. Illustrated. 
Price 12s. 6d. 

Tuts short book is divided into three parts. 

Part 1 deals with the broad principles of in- 

fection and its specific diagnosis, together with 

the principles of treatment. Part 2 discusses the 
pharmacology and therapeutics of sulphon- 
amides, penicillin, streptomycin, neomycin, 
polymyxin, chloramphenicol, the tetracyclines, 
and other antibiotics. Part 3 is concerned with 
specific therapy in the various infections affect- 
ing the eye, in prophylaxis, and in some com- 

plications and difficulties. The whole forms a 

balanced review of the use of antibiotics in 

ophthalmology today, backed up by the scien- 
tific evidence in favour of present practice. It is 

a book which will be particularly valuable to 

the casualty officer meeting infections of the 

eye and dealing with them on his own for the 
first time. There is a mass of practical detail 
describing the organisms encountered, the anti- 
biotic to be used, the concentration required 
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to deal with the organism in question, and the 
optimum method of administration and dosage 
It will repay careful reading by the general 
practitioner, and form a most useful reference 
in case of difficulty. For those practising oph- 
thalmology it is an essential book for 
medical library. 


their 


Modern Trends in Occupational Health. 
Edited by R. S. F. ScHILLING, M.D., 
M.R.C.P., D.P.H., D.I.H. London: Butter- 
worth & Co. (Publishers) Ltd., 1960. 
Pp. 326. Illustrated. Price 67s. 6d. 

Unper the skilled leadership of Dr. R. S. F. 

Schilling twenty-four well-known authorities 

have combined to produce a first-rate book 

which is accurately described by its title. This 
is not a textbook in the ordinary 
report on the present position of occupational 
medicine, and a blue-print for its future de- 
velopments. Deliberate omissions of aspects well 
covered elsewhere keep the length well! within 
reasonable limits, but the range of topics em- 
phasizes how much the young and vigorous 

subject of industrial medicine has become a 

specialty in its own right. 


sense, but a 


Yet there are no disciplinary limitations to the 
usefulness of the book, for, as well as industrial 
medical officers, both general practitioners and 
specialists should find it revealing. Much of our 
patients’ lives is spent in industry, and this has 
more influence on their problems than is always 
realized. In their excellent chapter on occupa- 
tional cancer, Walpole and Williams say that 
general practitioners and surgeons are as yet 
unaccustomed to associate cancer with environ- 
ment, and fail to realize that tumours of environ- 
mental origin may be coming through their 
hands at any time. Here is a field where much 
useful work can be done. Other results of in- 
dustrial hazards which can be detected by the 
alertness of the inquiring general practitioner 
are also indicated elsewhere. Bull on ‘The treat- 
ment of injuries’, Heron on ‘Ageing and em- 
ployment’, Carstairs on ‘Mental illness 
work’, Revans on ‘Morale’, Burns on ‘Noise’, 
and Norman on ‘Medical examinations’ 
all much to say of general interest. The chapters 
on lung-function measurement and industrial 
pulmonary disease are not easy reading because 
of a somewhat thorny style, but there is nothing 
to quarrel with in the matter. Each chapter has 
a selected bibliography, and all the authors have 
avoided the temptation to swell the list of 
references by including the unimportant. 

Fount and layout are agreeable, and in brief 
the verdict is: good value for money, required 
reading for industrial medical officers, recom- 
mended to other practitioners. 


and 


have 


Lectures on Hematology. Edited by F. G. J. 
HAYHOE, M.D.,  M.R.C.P. London: 
Cambridge University Press, 1960. Pp. 
247. Illustrated. Price 6os. 

Tuese are the lectures delivered during a sym- 

posium on haematology held in Cambridge in 

1959. There are thirteen lectures on various 

themes by British hamatologists well known for 

their original contributions in their respective 
fields. The object of the lectures, however, was 
not so much to present new material, as to 
review recent advances. The choice of subjects 
is well balanced and comprises most aspects of 
hamatology in which active work is taking place. 

The volume will be valuable to all hamatolo- 

gists and to many others who wish to keep 

abreast of recent developments in this field. 


The Purpose and Practice of Medicine: 
Selections from the writings of Sir James 
Spence. London: Oxford University 
Press, 1960. Pp. 308. Illustrated. Price 
425. 

SPEAKING of one of his chief objectives in life 

Sir James Spence once said “The first aim of 

my department is comradeship, not achieve- 

ment’. In this volume of his writings, comrade- 
ship pays its tribute, for the selection has been 
made by the members of the Child Health 


Department, King’s College, Newcastle upon 


Tyne, University of Durham. The tribute re- 
veals something of the achievement of the man. 
Sir John Charles contributes a biographical 
introductory chapter. The selection of essays, 
papers and addresses that follows reveals the 
wide range of Sir James Spence’s interests and 
does something to explain how he came to hold 
such a commanding position in the medicine of 
our time. Careful editing has grouped the con- 
tributions into sections on ‘the study and nature 
of disease’, ‘children and families’ and ‘the care 
of the sick cHild’ and finally, ‘the practice of 
medicine’ and ‘the training of doctors’. So 
grouped, the writings seem naturally to outline 
the major interests of Spence’s early, middle 
and later years. The charm of character of the 
man and the distinction of his thought are 
clearly apparent. This is a book for doctors to 
give to their sons: it deserves a place besides 
Osler’s ‘AZquanimitas and Other Essays’. 
NEW EDITIONS 

French’s Index of Differential Diagnosis, edited 
by Arthur H. Douthwaite, M.D., F.R.C.P., in its 
eighth edition (John Wright & Sons L4td., 
126s.) worthily maintains the high standards 
of this medical classic. In view of the obvious 
care which has been taken in revising it, it is 
perhaps rather carping criticism to say that a 
more ruthless revision would have strengthened 
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it without detracting from its outstanding value. 
The Schick test, for instance, does not deserve 
the space devoted to it, and even an old- 
fashioned reviewer finds it difficult to explain 
why it was considered necessary to retain a 
photograph of Sarcine ventriculi. Such minor 
criticisms apart, let it be said that this remains 
an invaluable book for the clinician, whether 
he be physician or surgeon, general practitioner 
or consultant, registrar or candidate for one of 
the higher degrees or diplomas. Dr. Douth- 
waite has admirably maintained the high tradi- 
tion set by the ‘founder’ of what has become a 
medical institution of which British medicine 
has every reason to be proud. 


Internal Medicine, by R. P. McCombs, B:s., 
M.D., F.A.C.P., second edition (Year Book Pub- 
lishers Inc., 79s.).—Few textbooks succeed 
being simultaneously concise and complete 
since entirely different techniques are usually 
necessary. Dr. McCombs’ style is so easy, how- 
ever, that even though he includes a great deal 
of detail it seems to blend in continuity and the 
work is completely free from any sense of being 
a catalogue. In addition to its refreshing style, 
this book is satisfyingly up to date, which is no 
mean achievement with new concepts being 
put forward at such frequent intervals. At the 
same time basic principles are firmly stated and 
given proper prominence and the new student 
will find his learning not only interesting but 
firmly based on sound foundations. A few 
minor inaccuracies are to be found but these 
are of negligible importance considering the 
comprehensive nature of the work. This book 
can be recommended to physicians at all stages 
of their career, as well as to the student. 


A Textbook of Gynecology, by K. M. Masani, 
M.D., F.R.C.S., F.1.C.8., third edition (Popular 
Book Depot, Bombay, Rs. 28.00).—The author 
of this popular book is a gynecologist and 
university examiner in Bombay. Collaborators 
have written chapters on malignant growths, 
venereal diseases, ovarian diseases, psycho- 
sexual disturbances, and a chapter on inter- 
sexuality has been added by an endocrinologist. 
There has been considerable revision in this 
edition with generous inclusion of illustrations. 
In a textbook cf this nature it is difficult to 
satisfy both worlds, namely, those of under- 
graduate and postgraduate students, and to 
strike a balance, for example, on the subject of 
operations, between including too much detail 
or not enough. A postgraduate needs descrip- 
tions of the minutiz of technique, whereas for an 
undergraduate there can be ruthless elimination 
of such detail and illustrations of operations. It 
is surprising that in the chapter on endocrinology 
the most recent reference is not later than 1954. 
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In the treatment of menstrual disorders there 
is no mention of the new and powerful pro- 
gestogens. The book can be recommended, 
however, to undergraduates since the content 
is lucidly explained, orthodox and, therefore, 
acceptable to most examiners. General practi- 
tioners will find it useful for reference and a 
helpful guide to gynzcological diagnosis and 
treatment. 


Synopsis of Pathology, by W. A. D. Anderson, 
M.D., F.A.C.P., in its fifth edition (Henry Kimp- 
ton, 70s.), is intended to fill the gap between 
the very elementary manuals of pathology and 
the larger textbooks and reference works. It 
presents pathology in a compact and condensed 
form and is designed for the medical and dental 
student and for the physician who wishes to 
maintain familiarity with the subject. That it 
succeeds in its object and has reached a fifth 
edition will surprise no-one who knows and 
values Dr. Anderson’s larger textbook. The 
title of ‘Synopsis’ should not deter the reader 
who dislikes desiccated information. Useful 
tables are included but the book remains a 
readable, up-to-date and well-illustrated digest. 


Medicine for Nurses, by M. Toohey, M.v., 
M.R.C.P., D.c.H. (E. & S. Livingstone Ltd., 30s.). 

Most new developments in medicine have 
been included in the fifth edition of this 
deservedly popular work. Only minor criticisms 
can be made. The excellent diagrams will be 
appreciated by most nurses, but that showing 
gastric lavage should stress the importance of 
having the head low in the unconscious patient. 
The section on tapeworm could be more bio- 
logically accurate without lengthening it if the 
larval stage and hydatid disease were mentioned. 
Many features give the book a unique place 
among nurses’ textbooks and one is the sound 
wisdom of many sections of the last chapter on 
‘Points to Remember’. 


The contents of the January i issue, which will bea Special 
Number devoted to ‘Cardiovascular Thera y’, will be 
found on page A 146 at the end of the advertisement 
section. 


INDEX AND BINDING CASES 


The index to volume 185 (July-December 1960) will be 
forwarded to all subscribers with the January issue. 
Binding cases for this and previous volumes are available 
in green cloth with gilt lettering, price 6s. each, post free. 
The cases are made to hold 6 copies after the advertise- 
ment pages have been removed; they are not self-binding. 
Alternativ: ly, subscribers’ copies can be bound at an in- 
clusive charge of 15s. per volume; this includes the cost 
of binding cases and return postage. 


Notes and Poegasetiens see page 829. 

Notes from the Continent see page 833. 

Fifty Years Ago see page 835 

Motoring Notes see page A 101. 

Travel Notes see page A 105. 

Bridge Notes see page A 109. 

Annual Report of College” of General Practitioners 
see supplement pages I- 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘Apicow’ tablets each contain 0.15 mg 
pine and 2.5 mg. of bendrofluazide, and 


intended for the treatment of hypertensior 


They are said to produce a ‘smooth and sus- 
tained hypotensive effect with negligible risk 
of the side-effects 
reserpine alone in normal doses’. Available i 
containers of 100 and 500 scored tablets. (Boots 
Pure Drug Co. Ltd., Station Street, Notting- 


ham.) 


serious characteristic of 


‘ANAPOLON’ tablets each contain 5 mg. of a new 
synthetic anabolic steroid, oxymetholone (175- 
hydroxy-2-hydroxymethylene-17x-methylan- 
drostan-3-one) and are intended primarily to 
restore metabolic balance and nitrogen 
librium in patients suffering from anabolic dis- 
turbances, retarded growth and development, 
and loss of weight. They are said to be of high 
activity, of low toxicity, non-virilizing, without 
progestational action and to cause ‘insignificant 
fluid retention’. Available in containers of 25, 
100 and 500. (Imperial Chemical 
Ltd., Pharmaceutical Division, Fulshaw 


Wilmslow, Cheshire.) 


equl- 


Industries 


Hall, 


*‘DiLosyn’ tablets each contain 8 mg. of meth- 
dilazine hydrochloride and are intended for the 
treatment of hay fever and other allergic con- 
ditions and to provide relief in cases of chicken- 
pox and other conditions in which there is 
severe itching. Available in bottles of 25 and 250 
compression-coated peach- 
flavoured syrup which has been specially for- 
mulated to make it acceptable to children (4 mg 
in each teaspoonful). (British Drug 
Ltd., Graham Street, London, N.1.) 


tablets, or as a 


Houses 


“INAPASADE’ granules contain sodium PAS and 
isoniazid and are intended for those patients 
unable to tolerate these drugs in cachet form 
‘Two doses daily provide 12 g. of sodium PAS 
and 300 mg. of isoniazid. Available in heat- 
sealed packets in containers of 60 and 120 and 
as a bulk pack of i000 g. of loose granules 
(Smith & Nephew Ltd., Road 
Welwyn Garden City, Herts.) 


Bessemer 


‘PENTRAL TEMPULES’ each contain 30 mg. of 
pentaerythritol tetranitrate in granular form 
As they are processed to release three 10-mg 
doses—the first immediately, the second after 
four hours and the third after eight hours 
one capsule taken morning and evening is 
stated to provide continuous coronary vaso- 
dilatation. Available in containers of 60. 
(Armour Pharmaceutical Co. Ltd., 
Park, Eastbourne, Sussex.) 


Hampden 


PHARMACEUTICAL NOTES 
BurrRouGHS Weticome & Co. announce that 
decongestant ‘actifed’ is 


ir oral respiratory 


forms: as a 


yw available in two additional 
syrup intended especially for children, and as a 


linctus with codeine phosphate 
added. Both preparations are available in bottles 
of 4 and 20 fluid ounces (113 and 540 ml.) 
(The Wellcome Building, Euston Road, Lon- 


don, N.W.1.) 


compound 


Cipa LABORATORIES LTD. announce that their 
oral anabolic agent ‘dianabol’, is now available 
in the form of drops as well as tablets. The 
drops, which are said to be particularly suitable 
for children, are available in dropper bottles of 
20 ml., containing 20 mg. (0.04 mg. in each 
drop). (Horsham, Sussex.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednes- 
day, December 21, when the subject for dis- 
cussion will be ‘The Right Patient in the Right 
Bed’. The opening speakers will be Dr. G. 
Abercrombie, Dr. C. Allan Birch, and Mr. V. J. 


Downie 


FORTHCOMING CONFERENCES 
The Road to Maturity will be the subject for 
discussion at the annual conference of the 
Central Council for Health Education to be 
held at the National Film Theatre, London, 
S.E.1, on January 21, 1961. Full details may be 
obtained from the Medical Director, The 
Central Council for Health Education, Tavistock 
House North, Tavistock Square, London, 


W.C.1. 


Tradition, Science and Practice in Dietetics will 
be the theme of the Third International Con- 
gress of Dietetics to be held at Church House, 
Westminster, London, S.W.1, from July 10 to 
14, 1961, inclusive. Full details may be obtained 
from the Organizing Secretary, 3rd_Inter- 
national Congress of Dietetics, 251 Brompton 
Road, London, S.W.3. 


FILM NEWS 
Ventally Handicapped Children Growing Up: 
the Brooklands Experiment (16 mm., sound; 
running time 20 minutes) shows how mentally 
subnormal children, when given a semi-family 
background and educated on nursery school 
principles, learned to react to their environ- 
ment in the same way as normal children, and 
became cooperative, socially minded, happier 
and better adjusted. The filn was made in 
connexion with a research project conducted by 
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Dr. J. Tizard in the Brooklands Experimental 
Unit of the Fountain Hospital, London. It was 
sponsored jointly by the National Society for 
Mentally Handicapped Children and _ the 
National Spastics Society, and was produced by 
the Realist Film Unit Ltd. Copies, for showing 
to professional audiences, are available from the 
National Society for Mentally Handicapped 
Children, 162a Strand, London, W.C.z. 
Claremont (16 mm., colour, sound; running 
time 12 minutes) shows how children suffering 
from spastic disabilities are educated and treated 
at the Bristol Education Committee’s special 
school for spastic children at Claremont, Bristol. 
This school, which was one of the first day 
schools in the country for spastic children, was 
established in 1952 and now accommodates 40 
pupils. The film was produced by the Cine 
Club of Bristol with the help and cooperation of 
the South Western Regional Hospital Board and 
the Bristol Education and Health Committees, 
and is available for hire at a cost of £1 1s. upon 
application to the Medical Officer of Health, 
Central Health Clinic, Tower Hill, Bristol, 2. 


PRIZES 

Tue Coilege of General Practitioners invites 
applications for the 1961 Public Welfare Founda- 
tion Prizes, which are open to senior medical 
students in the United Kingdom and Eire, 
‘to encourage those who have taken advantage of 
opportunities to discuss the diagnosis and 
management of patients in the setting of general 
practice’. There will be six prizes of £40 each 
and the closing date for entries is May 1, 1961 
(entries received after that date will be passed 
to the adjudicators for the following year’s com- 
petition). Full details may be obtained from the 
Dean of the student’s medical school or from the 
Secretary of the College of General Practitioners, 
41 Cadogan Gardens, London, S.W.3. 


Tue British Medical Association invites applica- 
tions for the 1961 Occupational Health Prize. 
This award, which consists of a certificate and a 
£50 prize, is open to any member of the Associa- 
tion who is engaged in the practice of occupa- 
tional health, either whole-time or part-time. 
Candidates may select their own subject. The 
closing date for entries is January 31, 1961. 
Full details may be obtained from the Secretary, 
British Medical Association, BMA House, 
‘Tavistock Square, London, W.C.1. 


ROYAL MEDICAL BENEVOLENT 
FUND 
Tue recently published annual report of the 
Royal Medical Benevolent Fund for 1959 shows 
that at the end of the financial year the excess 
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of income over expenditure stood at only £7. 
The need for further subscribers is therefore 
urgent and an appeal is made to the many 
thousands of doctors on the Medical Register 
who are not direct subscribers (only 8000 in- 
dividual subscribers contribute regularly to the 
fund) to help in ‘giving pecuniary assistance to 
distressed members of the medical profession, 
their wives, widows and children’. Donations 
will be gratefully received at 37 St. George’s 
Road, Wimbledon, London, S.W.19. 


BRITISH STUDENT 
TUBERCULOSIS FOUNDATION 
Tue British Student Tuberculosis Foundation, 
which was created ten years ago to help students 
with tuberculosis to continue their studies while 
having treatment, is appealing for £10,000 to 
pay for the cost of administration over the next 
few years. Donations should be sent to the 
Secretary/Administrator, B.S.T.F., Pinewood 
Hospital, Wokingham, Berks., who will also be 
pleased to supply any further information about 

the work of the Foundation. 


RELEASE OF CORTICOTROPHIN 
UNDER arrangements made by the Ministry of 
Health, The Department of Health for Scot- 
land, and Ministry of Health and Local Govern- 
ment, Northern Ireland, corticotrophin is 
generally prescribable by the medical profession 
in Great Britain and Northern Ireland as from 
December 1, 1960. 


CARING FOR THE BLIND 

One of the many research projects undertaken 
by the Royal National Institute for the Blind 
has recently ‘progressed substantially towards a 
successful solution’. This is the ‘audible playing 
ball’, which the annual report of the Institute 
for the year ended March 31, 1960, describes as 
follows: ‘All such balls so far developed have 
been based upon the concept of a hollow ball 
containing small objects, such as dried peas, 
which rattled as the ball was bounced. All 
suffered from the disadvantage that, when at 
rest, the ball ceased to sound. The new ball, 
at present undergoing intensive tests, consists of 
a small electronic sounding unit housed in 
sponge rubber within an outer casing. Powered 
by a miniature accumulator, rechargeable from 
a dry battery, this emits a ‘bleeping’ sound 
continuously for up to ten hours on one charge. 
The built-in on/off switch is so designed as not 
to interfere with true bounce. Simple though 
such an object may appear to those with sight, 
it will fill a long-felt want in the lives of blind 
children and, it is hoped, enable them to add 
both cricket and football—those twin national 
pastimes—to the growing list of sports in which 
they now tgke part’. 
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METHDILAZINE ~ HYDROCHLORIDE 


For prompt, 
prolonged relief of 
allergic symptoms 


* INHERENTLY SUSTAINED ACTION 
* RAPID ABSORPTION——RAPID RELIEF 
* LOW TOXICITY—MINIMAL SIDE EFFECTS 
* INHIBITS CAPILLARY PERMEABILITY 
AND CEDEMA 
CLINICALLY PROVED IN A WIDE RANGE 
OF ALLERGIC AND PRURITIC CONDITIONS 


Dosage 
ADULTS: One tablet (8 mg.) twice daily. _ 
CHILDREN: One teaspoonful (4 mg.) twice 
daily. 
In some patients it may be necessary to 
adjust the dosage to meet individual 
requirements. 


Packings 
Tablets (compression coated) 8 peo 
bottles of 25 tablets 5/- and 250 tablets 40/- 
Syrup, 4 mg. per teaspoonful, 
4 02. bottles 5/-. 
Basic N.H.S. prices, purchase tax extra. 


‘Dilosyn’ is an S4B poison 
THE BRITISH DRUG HOUSES LTD. (MEDICAL DEPT.) LONDON N.1 
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MIDICEL SUSPENSION—the single-dose-a-day sulphonamide 


Today's dose of Midicel* 
will still be benefiting 


your patient tomorrow 


>. a 
eye ee =| Packages 
Midicel Suspension 


Each teaspoonful (5 ml ) contains 0.25 G N'-acetyl 
sulphamethoxypyridazine. Bottles of 60 ml. and 16 fl. oz 
Midicel Tablets: each contains 0.5 G 
sulphamethoxypyridazine. Vials of 12, bottles of 100 and 250. 


Parke, Davis & Company Inc USA Liability Limited! Hounslow Middlesex *Trade Mark PD 104 





NOTES AND PREPARATIONS 


VITAL STATISTICS 
ACCORDING to provisional figures released by 
the Registrar General, in 1959 there were only 
66 deaths from acute poliomyelitis—the lowest 
number in any year since records began in 1911. 
It compares with 129 deaths in 1958 and 643 in 
1949. Of the 66 deaths, more than one half (34) 
were of persons aged between 25 and 45. Based 
on mortality in 1959, the loss of years of working 
life at ages 15 to 64 for every 10,000 men is: 
114 for cancer, 113 for heart disease, 95 for 
accidents, and 79 for bronchitis and pneumonia. 
The corresponding figures for women are: 
96, 47, 26, and 45. On the basis of the mortality 
experience of the three years, 1957-59, the ex- 
pectation of life of a boy at birth is 68, and of a 
girl 73.7. This means that of 10,000 boys born, 
6,824 would be expected to survive to age 65, 
and of 10,000 girls born, 8,074. 


‘SUPPLEMENTARY PROFESSION’ 
Tue Professions Supplementary to Medicine 
Act 1960, which recently received the Royal 
Asseht, provides for the registration of members 
of seven professions (chiropodists, dietitians, 
medical laboratory technicians, occupational 
therapists, physiotherapists, radiographers and 
remedial gymnasts) and for the regulation of 
their professional education and conduct. Only 
registered members of these professions will be 
entitled to use the protected title ‘State Regis- 
tered’ in relation to their profession but un- 
registered practitioners will not be debarred by 
the Act from practising. It is intended that 
registration will eventually be prescribed as a 
requirement for employment in the National 
Health Service. 

By the provisions of this Act, Britain becomes 
the only country in Europe to have given full 
State recognition to these ‘supplementary pro- 
fessions’, and to provide a national chiropody 
service. 


HAZARD OF AIR-CONDITIONING 
THREE cases of avian mite dermatitis are 
reported by A. S. Genest (GP, 1960, 22, 94), 
in which the source of infection was a wren’s 
nest in an air-conditioner installed in the bed- 
room window. He quotes two other similar cases 
reported recently. All five cases show an 
identical pattern. In all, an air-conditioner was 
present containing bird-nests infected with 
mites. All five patients noted the onset of symp- 
toms at night, all were relieved by bathing, and 
all developed a rash which disappeared soon 
after the source of the mites was removed. It is 
suggested that ‘in cases of dermatitis presenting 
difficulty in diagnosis a brief question as to the 
patient’s proximity to a window air-conditioner 
inight be very revealing’. 
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AULD REEKIE 

‘EDINBURGH has always been in the forefront in 
the fight for clean air and was one of the few 
health authorities to introduce provisions in its 
local act in an attempt to deal with the problem. 
Indeed, the smokeless zone established under 
local powers at Sighthill Industrial Estate was 
introduced a year before the Clean Air Act and 
is the first of its kind in Scotland. The Cor- 
poration has now decided that the whole city 
should be smoke controlled. A programme has 
been approved by the Health Committee to 
accomplish this within a period of 15 years. This 
is a notable event in the history of public health 
in the city. The undertaking will not be without 
its difficulties and will involve the disturbance 
of established practices and customs, but the 
end result should usher in a new era of health 
for the city’.—The Annual Report of the 
Public Health Department of Edinburgh for 
19359 


NEW HEARING-AID TELEPHONE 
Tue new Transistor hearing-aid telephone is 
now ‘available for the asking, and a really first- 
class instrument’, according to The Silent 
World, the journal of the National Institute for 
the Deaf. Superficially like any other telephone, 
inside the handle is an amplifier, which is con- 
trolled by a small serrated control at the ear- 
piece end. By simply turning this control with 
the thumb the volume coming from the earpiece 
is progressively increased. This means that the 
set suits all members of the family as those with 
ordinary hearing can keep the sound down to 
normal. The power to operate the amplifier is 
normally drawn from the telephone exchange. 
It will be necessary to build-in miniature bat- 
teries. The additional rental is 15s. a quarter. 
Full particulars can be obtained from the tele- 
phone manager of any area. 


PUBLICATIONS 

Addendum 1960 to The British Pharmacopeia 
1958, which has now been published but does 
not come into force until March 1, 1961, con- 
tains 49 new monographs. Among these are 
bemegride, busulphan, chlorhexidine, chloro- 
thiazide, halothane, naphazoline, and tolbut- 
amide. (The Pharmaceutical Press, price 30s.) 


The Collected Papers of the Mayo Clinic and the 
Mayo Foundation, Vol. 51, 1959, contains 15 
full papers and 99 abridged papers, including 
much to interest the general physician and gen- 
eral practitioner. This is well illustrated by the 
section on the ‘Alimentary tract’, which includes 
interesting contributions on peptic ulcer in 
rheumatoid arthritis, current concepts on bili- 
rubin metabolism, and the general survey of 
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jaundice, spastic colon and diverticulitis; other 
papers discuss less common complaints: e.g. 
scleroderma of the small intestine, carcinoid 
tumours. There are numerous contributions on 
cardiac surgery and surgical and medical aspects 
of cardiovascular disease. As always the volume 
maintains an extremely high standard. (W. B. 
Saunders Co., Price 98s.) 


Chronic Iliness in a Rural Area, by Ray E. 
Trussell, M.D., M.P.H., and Jack Elinson, 
Ph.D., is the final volume in the series of 
reports on chronic illness in the United States, 
published by the Commonwealth Fund. The 
main finding of the report is that over 40% of 
a representative sample of persons with medi- 
cally disabling conditions were judged to have 
received, during the year preceding evaluation, 
medical care that was unsatisfactory in quality, 
quantity, or both. (Oxford University Press, 
price 60s.) 


Expert Committee on Medical Rehabilitation. 
First Report, WHO Technical Report Series 
No. 158.—As this is the first report the Com- 
mittee has confined itself to discussing general 
principles and practice. It is stressed that medical 
rehabilitation forms the fourth phase in the 
whole scheme of health. Dealing with the prin- 
ciples of therapeutic application it is pointed 
out that greater emphasis in the past two 
decades has been on exercise in its various forms 
rather than the use of physical agents. The 
importance of the team-approach is emphasized 
but no mention is made of the physician or 
surgeon who has diagnosed and treated the 
illness. (H.M. Stationery Office, price 3s. 6d.) 


An Atlas of Human Brain and Spinal Cord 
Sections, by W. Hewitt, M.s., 8.s.—This truly 
pocket-sized atlas reproduces photographs of 
serial brain and cord sections stained by a special 
technique which allows them to appear boldly 
black and white. The brain sections are taken 
in classical coronal, sagittal and horizontal 
planes, and are simply labelled, with brief de- 
scriptive text opposite. It should be of particular 
value to medical students, and to practitioners 
who wish to refresh their memory of neuro- 
anatomy quickly and painlessly. Its price is 
commendably low. (Pitman Medical Publishing 
Co. Ltd., price 5s.) 


Children for the Childless, edited by Morris 
Fishbein, M.p., has been edited for the British 
reader by Mr. John Stallworthy. Its aim is to 
give a concise explanation for the lay reader of 
the medical, scientific and legal facts of fertility, 
sterility, heredity and adoption. The various 
sections have been contributed by leading 
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authorities in the United States. The book. is 
surprisingly comprehensive for its small size. 
The infertile couple are often perplexed and 
overanxious and this book contains much that is 
reassuring. One of the best chapters is the first 
by Sidonie Gruenberg in which she asks and 
tries to answer the almost impossible question 
“Why do people want children?’ To this almost 
every individual, whether a parent or childless, 
would give a different answer. In the ultimate 
analysis the best advice the book gives is that 
parents should accept their children as what they 
are and not as they would like them to be. 

This book could certainly be recommended to 
ntelligent couples who request information con- 
cerning problems of infertility. (William Heine- 
mann Medical Books Ltd., price 12s. 6d.) 


Radiations in Industry. How they affect you, is 
an eminently sure and balanced review of the 
subject which has been produced by the Trades 
Union Congress. Its scope is admirably de- 
scribed in the foreword. ‘It shows how pregress 
and safety can go hand in hand. It is deliberately 
written in non-technical language. It should 
meet a much felt need for background informa- 
tion on a subject which, because of its associa- 
tions, is giving rise to much interest and much 
anxiety’. All that need be added is that it is 
beautifully produced. (Trades Union Congress, 
price 4s.) 


St. Peter's Hospital for Stone 1860-1960, 
edited by Clifford Morson, 0.B.E., F.R.C.S., is a 
short history of this well-known hospital, 
together with biographical notes on some of the 
more famous members of its staff, such as 
Freyer and Thomson-Walker, which has been 
published to commemorate the centenary of the 
hospital. (E. & S. Livingstone Ltd., price 215.) 


Helping the Elderly to Live at Home, by Kenneth 
Hazell, M.R.C.P., M.R.C.P.ED., D.P.M., is intended 
for relatives and neighbours who are nursing 
elderly persons at home. This function it sub- 
serves most usefully. Practitioners will find it a 
useful booklet to recommend to those looking 
after elderly patients in their practices. (Central 
Council for Health Education, price 2s.) 


Maternity Nurse, by Anne Treger, is an interest- 
ing ‘account by a South African trained nurse of 
her experiences as a pupil-midwife in the slums 
of Cape Town some thirty years ago. Apart 
from the colour of her patients, there is a 
striking similarity to the experiences of her 
opposite numbers at the same period of time in 
the slums of Cardiff, Glasgow and Liverpool. 
(Peter Davies, price 16s.) 
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Villescon is now available as a liquid—the dosage form a 
recent surveyt shows to be most acceptable to dectors and 
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it in liquid form. Villescon Liquid is effective 
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tA survey of 600 general practitioners carried out by 

the Boehringer Products Division of Pfizer Ltd. 

DOSAGE 
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Children—}-1 teaspoonful according to age. 
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NOTES FROM THE CONTINENT 


A European Newsletter 


FRANCE 


Transplantation of kidneys.—The highlight of the 
First International Congress of Nephrology 
which was held at Evian and Geneva recently, 
was the session devoted to the discussion of 
renal transplants. This was opened by a stimu- 
lating paper by Professor J. Hamburger and 
Dr. J.-P. Merrill, who traced the progress that 
had been achieved. Originally it was only 
possible to carry out such transplantatioris in 
homozygotous twins. Subsequently, as a result 
of methods of temporarily suppressing antibody 
formation—e.g. by irradiation, the administra- 
tion of corticosteroids, and mercaptopurine—it 
had proved possible successfully to transplant 
kidneys between heterozygotous twins. The final 
stage to date was the case reported by R. Kiiss 
and his colleagues, in which they had success- 
fully achieved renal transplantation between two 
unrelated individuals. 


The hazards of judo.—A warning against the 
excessive practice of judo is given by A. Rubens- 
Duval and his colleagues, who draw attention 
to the adverse effect that this may have on the 
spinal column. Radiological investigation has 
shown that in the professional exponents of this 
‘art’ there are very often marked changes in the 
intervertebral discs. Although they are not pre- 
pared to give any precise state 
dogmatically that the incidence of degenerative 
changes in the intervertebral discs are much 
higher in judo exponents than in other members 
of the community in the same age-group. In 
addition there is often evidence of spondylolis- 
thesis. This gloomy picture, they stress, only 


figure, they 


applies to the professionals, and they admit that 
there is unlikely to be any damage to the spine 
as the result of the practice of judo by amateurs 
who appreciate the benefits to be obtained from 
this currently popular ‘art’. 


Fats and atherosclerosis.—According to L. de 
Gennes and his colleagues, the currently avail- 
able information does not justify the enthus:asm 
with which some people are incriminating 
animal fats as a major factor in the etiology of 
atherosclerosis. Experiments which they carried 
out in rats produced no evidence of any dif- 
ference between a group fed on large amounts of 
butter and another group fed on unsaturated 
fat. To discover whether these findings were 
applicable to man, they investigated a series of 
28 patients chosen because they had definite 
evidence of atherosclerosis. During a period of 
six weeks these patients were asked to take a 
total of two litres of oil (i.e. 50 ml. a day), 
without altering their ordinary diet in any way. 
They were recommended to use the oi! as a salad 
dressing. In the case of half the patients, this 
oil was unsaturated; in the other half it was 
saturated. During this period of six weeks 
regular estimations were made of the blood 
lipids, and an analysis of the results showed 
that there was no statistical difference be- 
ween the two groups. Although it is admitted 
that this evidence is not convincing, it is con- 
tended that there is need for further investigation 
before adamant statements are made on the 


subject 


ITALY 


Chemothalamectomy for phantom limb.—An in- 
teresting case of phantom limb successfully 
treated by chemothalamectomy is reported by 
L. Dalle Ore and R. Da Pian. The patient 
was a man of 48 who underwent an amputation 
of the right arm at the level of the upper third 
of the humerus, in 1948. Several years later he 
presented with the classical features of a phan- 
tom limb: intense pain, paresthesie in the 
fingers, accompanied by a sensation of unbear- 
able contracture of the limb in a state of semi- 
flexion with the fist clenched. The pain occurred 
in paroxysms which coincided with an increase 
in the sensation of contracture of the phantom 
limb. These symptoms became steadily worse 
and were not affected by treatment of the stump 


and the cervical plexus. Accordingly he was 
finally submitted to chemothalamectomy, carried 
out by means of introducing a cannula at the 
tip of which was a small balloon which could be 
inflated. As soon as the tip of the cannula had 
reached the latero-ventral node of the thalamus 
the patient felt a sensation of relaxation of the 
phantom limb and a decrease in the pain. When 
the balloon was inflated slightly the patient 
declared that the phantom limb was completely 
relaxed and that the pain had disappeared. 
There was still, however, some persisting par- 
zwsthesia in the first three fingers of the hand. 
After the injection of alcohol the patient reported 
that he could flex and extend voluntarily the 
fingers of the phantom limb. Postoperatively no 
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alteration of sensation was detected and the 
reflexes were normal. When the patient was 
finally seen three months later there had been no 
recurrence of symptoms. 


Treatment of malignant lymphoblastoma.—A 
review of 561 cases of malignant lympho- 
blastoma treated in the Institute of Radiology 
of the University of Milan between 1928 and 
1949 has been published by A. Polvani and his 
colleagues. All the cases had undergone radio- 
therapy, sometimes associated with surgical 
treatment. The vast majority, 514 of the patients 
(91.6%), had received local irradiation. Tele- 
radiotherapy, total, subtotal, or partial, had only 
been used in 15 cases (2.7%) and radium had 
only been used in 93 patients (16.6%). In most 
of the patients treated by radium, this had been 
used for treatment of otopharyngeal lesions or 
localized glandular swellings in the neck. Inter- 


stitial radium had only been used in cases of 


reticulosarcoma involving the mouth or tonsils. 
Taking the se1ies as a whole, the three-year 
survival rate was 32°,, the five-year survival 
rate was 25°, and the ten-year survival rate 


was 16°,. 


Reticulo-histiocytic leukaemia treated with pred- 
nisone.—Details are given by P. Maroncelli and 
E. Salvatori of a case of reticulo-histiocytic 
leukemia, in a woman of 72, treated by pred- 
nisone. The patient was seen originally on 
account of widespread articular pain, and angina 
with bilateral earache. Subsequently there was 
generalized glandular involvement accompanied 
by a diffuse purpura, mainly on the limbs and to 
a lesser extent on the trunk, and intense 
pruritus. It was decided to treat her with pred- 
nisone, in a dosage of 40 mg. a day. After 15 days 
on prednisone there was a marked improvement 
in the general condition of the patient, the 
purpura disappeared, there. was a marked re- 
gression in the adenopathy and a diminution in 
the size of the liver. Sternal puncture revealed 
an almost complete disappearance of histiocytes 
but the plasmocytes, although diminished in 
number, were fairly numerous. In the peripheral 
blood there was a complete disappearance of 
plasmocytes and histiocytes. A final follow-up, 
two years later, revealed that the patient’s 
general condition was satisfactory and the blood 
count was normal. 
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Oral poliomyelitis vaccination.—The following 
are the main conclusions reached by A. 
Giovanardi and his colleagues as a result of a 
study of the results of poliomyelitis vaccination 
carried out with the Sabin vaccination. The 
administration of three doses of the vaccine to 
children between the ages of 6 and 15 yeas was 
followed by no side-effects, reactions, or other 
adverse features. Following this course, an 
‘alimentary infection’ with the excretion of the 
ingested virus in the stools (in some cases for 
more than three weeks) occurred in a large 
proportion of the vaccinated subjects: 75° for 
type 3, 54° for type 2, and 47% for type 1. 
The frequency of this alimentary infection 
seemed to be related to the prevaccination state 
of immunity of the children. It was high (80 to 
100°.) in those with antibodies before vaccina- 
tion, and was low in those who had no pre- 
vaccination antibodies. Even those children who 
had previously received the Salk type of vaccine 
developed an alimentary infection following oral 
vaccination. The frequency of this, however, 
was lower (23 to 60%) than in those who had not 
received the Salk vaccine. The contacts of these 
children were often found to be infected (36% 
with type 2, 25° with type 3, and 16% with 
type 1), but they presented no clinical evidence 
of poliomyelitis. 


Anabolizing steroids in progressive muscular 
dystrophy.—Some interesting results are re- 
ported by E. De. Toni, Jr., from the use of 
anabolizing steroids in children with progressive 
muscular dystrophy. His series consisted of 12 
boys, whose ages ranged from four months to 
two years, and six girls, aged from six months 
to 14 years. The investigations carried out in- 
cluded a study of the urinary excretion of 
creatine and creatinine, and changes in muscular 
power. The steroids used were divided into 
three categories: derivatives of methyltesto- 
sterone, chloro derivatives of testosterone, and 
the 19-nor derivatives of testosterone. The 
results indicate that in a considerable number 
of the patients such treatment was followed by a 
marked fall in the creatinuria, and in some cases 
this disappeared completely. The doses used 
were on the high side. The difficulty here is in 
obtaining steroids with anabolizing properties, 
but without any virilizing properties. This, of 
course, is particularly important in the treatment 
of children. 
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A NEW PRODUCT 
ANNOUNCEMENT 


STELADEX’ 


a combination of ‘Stelazine’ (trifluoperazine), with ‘Dexe- 
drine’ in ‘Spansule’ form, is designed to meet the widest 
requirements of therapy for obese patients with the best 
resources now available to medicine. 


‘Steladex ‘curbs the patient's appetite all day long with one 
morning dose 

suppresses any psychoneurotic factors that may underlie the 
obesity 

alleviates the stresses of dieting, leaves the patient composed 
but alert. 


SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City Herts 


Each ‘Steladex' ‘Spansule’ capsule contains trifluoperazine 2 mg., and 
dexamphetamine sulphate 10 mg. ‘Steladex', ‘Stelazine’, ‘Dexedrine’ & 
SSTX:PA150 (COL) Spansule’* are trade marks * Brit. Pat. Nos. 7153905, 742007 
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freedom from the 


distressing symptoms of 


dysmenoprrhoea with 


EDRISAL* 


*Edrisal’ is a trade mark 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 
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Neuro Phosphates 
restores appetite 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 
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Announcing a new 
and comprehensive therapy 
for nasal congestion 
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kornade 


oral nasal decongestant 


‘Eskornade’ places at the physician's disposal 
the means of treating nasal and paranasal sinus 
congestion effectively yet safely, and allows 
patients continuous day and night 

freedom from their symptoms on one 
‘Spansule’ capsule every twelve hours. 


‘Eskornade’ contains a drying agent, a decongestant 

and an antihistamine. Together these agents counteract 
the vasodilatation, glandular hypersecretion and oedema 
associated with nasal and sinus congestion. 
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SELVIGON 


new antitussive 


Clinically superior because it suppresses cough swiftly and 
effectively without causing side effects. 

Indicated in coughing associated with acute and chronic 
diseases of the respiratory tract. 

‘Selvigon’ is a new antitussive which acts primarily by central 
inhibition of the cough reflex. It is non-addicting and does 
not depress respiration or expectoration. 

‘Selvigon’ is presented as a palatable demulcent syrup; itis 
also available in convenient tablet form. 


SELVIGON—SPEED AND SIMPLICITY IN COUGH SUPPRESSION 


Active principle: 2-(2-piperidino-ethoxy )-ethy/-1-aza-phenothiazine-10- 
carboxylate hydrochloride. 

SMITH KLINE & FRENCH LABORATORIES LTD 
WELWYN GARDEN CITY, HERTS 


‘Selvigon’ is a trade mark. Brit. Pat. No 848286 SV:PA110(Col)® 
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fifty Bears Ago 


‘This fortress built by Nature for herself against infection. .. .’ 
Shakespeare: King Richard II, I, i, 40. 


DECEMBER 1910 


Tue December number opens with an article 
on “The vaccine treatment of bronchitis’ by 
Arthur Latham, M.A., M.D., F.R.C.P., Physi- 
cian to St. Hospital, who writes 
“There is no specific organism associated with 
bronchitis. On the contrary nearly every patho- 


George’s 


H. Batty Shaw, M.D., F.R.C.P., F.R.C.S 
(1866 to 1936) 


genic organism appears to be capable of setting 
up inflammatory changes in the bronchi’. Ex- 
perience, he says, has shown that vaccine 
therapy is an important aid in the alleviation of 
attacks. ‘We cannot aim at a complete cure’ but 
‘at the destruction of the superfluity of organ- 
isms and at placing the defensive forces of the 
body in such a position that they are more than 
able to hold their own with the micro-organisms 
which will continue to exist in the bronchial 
tissues. Vaccine therapy—associated, of course, 
with the older methods 
to fulfil this latter aim in many cases’ 

In his review of ‘The present position of the 
vaccine treatment of pulmonary tuberculosis’ 


H. Batty Shaw, M.D., F.R.C.P., Physician, 


appears to enable us 


University College Hospital; Assistant Physi- 
cian and Pathologist, Brompton Hospital for 
Consumption and Diseases of the Chest, states 
that ‘it . remains a stumbling-block to many 
that commercial tuberculin should be applied 
to the treatment of cases in which it may be 
safely surmised that the derivatives of bacilli 
already are being urged throughout the vessels 
of the body The injection with auto- 
tuberculin is constantly going on; what need 
can there be of medical interference by hypo- 
dermic tuberculin injection?’ 

He concludes: “The verdict must be given, 

that treatment with tuberculin in cases of pul- 
monary tuberculosis has not yet been satisfac- 
torily proved to be efficacious. What is needed 
is a rigorous proof by animal experiments, that 
an infection once initiated can be overcome by 
the use of tuberculin . and then . more 
definite facts must be obtained of the proportion 
of affected human beings who are capable, 
without external aid, of overcoming pulmonary 
tuberculosis. It will be long before these 
desiderata are obtained, and it should be as 
long before tuberculin is used for other opera- 
tive purposes’ 
“Harold Batty Shaw was born at Thorner, 
near Leeds, but was brought up in New South 
Wales. He received his medical education at the 
Yorkshire College, Leeds, and at University 
College, London. Graduating M.B., B.S. in 
1895, and passing the Conjoint Board examina- 
tion in the same year, he proceeded F.R.C.S. 
in 1896. A fine student, he was awarded the 
Atkinson-Morley surgical scholarship in 1897, 
and held house appointments at University 
College Hospital. At first inclined to a surgical 
career, his determination to become a physician 
was due in part to the influence of Sydney 
Ringer under whom he served as house physi- 
cian. Batty Shaw took the London M.D. in 
1897, and in 1900 became assistant physician 
at University College Hospital, where he lec- 
tured on medicine and therapeutics. Appointed 
assistant physician at Brompton Hospital in 
1902, he was made consulting physician on his 
retirement in 1932, when he also became con- 
sultant to University College Hospital. He had 
supervised the construction of the U.C.H. 
Medical School opened in 1907, and acted as 
dean from 1908-10. 
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As a pupil of many eminent men at U.C.H., 
Batty Shaw realized the need to maintain an 
interest in research. He was extremely energetic, 
and a precise and dogmatic teacher whose 
vitality and enthusiasm communicated itself to 
students. His outpatient demonstrations at 
U.C.H. and at Brompton were always well 
attended. Delivering the Goulstonian Lecture 
in 1906, he dealt with ‘Auto-intoxication in 
relation to disturbances of blood pressure’, and 
in 1922 he published an excellent book on 
‘Hyperpiesia and Hyperpiesis’. During the 
1914-18 War he held the rank of captain while 
serving at the 3rd London General Hospital. 
He examined for the Conjoint Board, and for 
the Universities of Oxford and Leeds. 

The addition of yet another publication on 
vaccine therapy to the long list which has 
appeared recently ‘almost seems like carrying 
coals to Newcastle’, writes E. von Ofenheim, 
M.D., Bacteriologist tc the Hospital of St. John 
the Divine, etc., in ‘Vaccine Therapy’. While 
antagonism to this form of treatment has 
diminished, he continues, ‘the point that has 
not yet perhaps been recognized at its full 
value is that Vaccine Therapy has put the diag- 
nosis and treatment of infections on an accurate 
and most scientific base—a base upon which 
they had not stood before’. This new and im- 
portant branch of treatment, he urges, must be 
supervised by those with specialized knowledge. 
“The representatives of this branch of therapy 
—appropriately called ‘“‘clinical bacteriologists”’ 
—are clinicians, and it will be their duty .. . 
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to keep their eyes open to all clinical symptoms, 
and to watch the patient as well as the microbes’. 

There is a modern ring about the article on 
“The teaching of insanity to the medical student 
and practitioner in relation to the prevention of 
mental diseases’ by Robert Jones, M.D., 
F.R.C.P., Resident Physician and Superin- 
tendent to the London County Council Asylum, 
Claybury, and Lecturer on Mental Diseases to 
St. Bartholomew’s Hospital, London. ‘It is a 
sad reflection’, he writes, ‘that one of the results 
of progress is an increase in mental defect. 
Each successive period demands a _ higher 
standard, and the human organism does not as 
rapidly adjust itself to bear the burden, so that 
mental disturbances arise from the stress and 
strain of unsuccessful efforts accompanied as 
they are by disappointment’. 

Writing on ‘Gallstones’, James Kirkland, 
M.B., M.S., quotes Rutherford Morison’s 
opinion that “The diagnosis of gallstones in the 
gall-bladder dictates the treatment. The stones 
should be removed without delay. To postpone 
operation is a surgical offence’. 

‘Notes from Foreign Journals’ refers to a 
lecture by Professor Albert Robin on “Treat- 
ment of Paralysis Agitans’. Readers are re- 
minded of ‘The “shaking arm-chair’”’ of the 
Salpetri¢re upon which Charcot made his 
patients seat themselves’. The paragraph on 
physical treatment concludes with the statement 
that ‘One of the professor’s patients was im- 
proved by making him drive an autocar’. 
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Menstrogen treatment of secondary amenorrhea is aimed at restoring 
both menstruation and ovulation. After only four or five months’ 


treatment the restoration of normal pituitary- ovarian activity will 
result in natural cyclic bleeding. 


Menstrogen 


DOSAGE PACKS 


- Tablets each containing 
4 tabl dail * 

—/ ity for 5 doy Ethinyloestradiol B.P.... 0.01 mg. 
or I mil. by intramuscular injection Ethisterone B.P. ... ... 10.00 my. 
daily for 2 days Within 3-5 days In packs of 20 and 60. 

Ampoules each containing 

Ethinyloestradiol B.P.... 0.02 mg. 
bleeding should occur Progesterone B. P. coe 212.5 my. 
In packs of 2 « 1 ml. and 6 x 1 mi 


after treatmen withdrawal 
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MOTORING NOTES 
Some Recent Refinements 
By JOHN PRESTON 


I HAVE recently been driving four 1961 cars 
which illustrate the point that although there 
were very few new models at the Motor Show 
this year the latest versions of existing models 
have either been considerably improved in 
detail or have been given new components, 
sometimes as optional extras. 


POWER-ASSISTED STEERING 
An example of this technique is the fitting of 
power-assisted steering as an optional extra to 
the Jaguar Mark 2 models supplied on the home 





Fic. 1.—The Humber Hawk. 


market (previously only cars sold abroad could 


be obtained with this refinement). The Rover 
3-litre can also be equipped with power-assisted 
steering, in this case the mechanism being of the 
Hydrasteer design whereas the Jaguar steering 
is by Burman. 

I drove the Rover first and found it a delight- 
ful car to handle in the heavy West End traffic 
during the Motor Show. The steering required 
very little effort indeed, even though the number 
of turns of the wheel from lock to lock is 
reduced on the power-assisted steering cars to 
only two and a quarter turns. This means that 
the driver does not have to twirl the wheel 
round several times when parking or turning in 
a confined space with a couple of reverses 

The steering ratio is the same on all Mark 2 
Jaguars, whether they have power-assisted 
steering or not, but I found that I quickly 
adapted myself to the necessary movement of the 
arms, all the more readily because little re- 
sistance is encountered, and it might be added 
that for American drivers this lower gearing is 
perfectly normal. This is significant because 
such a large proportion of Jaguar export sales 
are in the United State«, and it could be argued 


that the Jaguar designers have deliberately re- 
frained from reducing the number of turns of 
the steering wheel, even though power assistance 
is available, in order not to disturb the driving 
habits of a strong section of their customers. 


What makes the Jaguar steering attractive to 
a British driver, apart from the delightful lack 
of effort needed in manceuvring, is the powerful 
self-centring action of the front wheels which 
sends the steering wheel spinning back to the 
straight position as soon as the car has rounded a 
corner and the pressure is taken off the steering 
wheel 

The Rover steering did not possess this 
characteristic to anything like the same degree, 
possibly because the car had only run a few 
miles since leaving the assembly line and the 
steering joints were doubtless stiffer than they 
would be after a longer mileage. 

Driving in London with power-assisted steer- 
ing is pleasantly effortless, and is all the more 
so when the car is fitted with automatic trans- 
mission as well, as were both the Rover and the 
Jaguar. In each case the transmission is of the 
Borg Warner type incorporating three gear 
ratios and a torque converter, but there is a 
difference in the method of operating the 
transmission in the two cars with the selector 
lever in the ‘drive’ position. The Jaguar goes 
through the conventional motions of starting 
from rest in first gear and automatically changing 
to intermediate and then to high gear at speeds 
that vary with the amount of threttle opening. 
The Rover, on the other hand, can be started 
from rest in two ways: with a small or medium 
opening of the throttle the car starts in inter- 
mediate gear, while with a fuller depression of 
the accelerator pedal first gear is engaged, 
enabling the maximum acceleration to be ob- 
tained when required. One benefit of being able 
to start in intermediate gear is that the car is 
then easier to manceuvre, and I found that it 
could be edged forward inch by inch without 
any particular care being taken with the 
accelerator pedal. When manceuvring a car with 
automatic transmission that starts in first gear, 
much depends upon the smoothness of the 
accelerator pedal action, and if this is at all 
stiff, it.can make a movement of a few inches 
when parking a matter of delicate concentration. 
In fairness to the Jaguar it must be said that the 
throttle pedal action was so smooth that there 
was no tendency for the car to jerk forward. 
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THE HUMBER HAWK 

The third car I drove around London during the 
Motor Show was the latest Humber Hawk 
(fig. 1). This was an interesting experience 
because the 1961 model differs considerably 
from its predecessor underneath an identical 
exterior. In the first place Girling disc brakes 
with vacuum servo assistance are now fitted to 
the front wheels and these, together with some- 
what larger drum brakes at the rear, give the 
driver a most agreeable sense of confidence, the 
braking being at the same time sensitive, positive 
and powerful. For cars of medium size and 
price, at any rate, I am all in favour of disc 
brakes, and I have little doubt that it is only a 
question of time before they are used for an 
even wider range of cars. Nevertheless, I 
understand that there are factors, such as the 
weight of the car, its speed and price, that have to 
be taken into consideration, apart from manufac- 
turing costs, and it needs to be remembered that 
Rolls-Royce still use drum brakes. In the mean- 
time a significant step has been taken by Ford of 
Dagenham in fitting Girling disc brakes as 
optional extra equipment on their Consul- 
Zephyr- Zodiac range. 

Reverting to the Humber Hawk, on which 
disc brakes in front are a standard fitting, this 
fine car has been improved still further by 
alterations to its springing. The rating of the 
front coil springs has been changed, the rear 
leaf springs are wider, and the damper settings 
have been altered. The combined effect is of a 
firmer ride, especially at speed, and the Hawk 
now offers a high degree of solidity and stability 
in addition to its innate refinement of design 
and finish. 


THE MINI-MINOR 


Finally, I come to a car that is apparently 
unchanged in specification since it was intro- 
duced last year. This is the remarkable little 
B.M.C. 850, commonly known as the Austin 
Seven or Morris Mini-Minor according to the 
dealer from whom you buy it. Having had a 
fairly wide experience of one of the early cars 
of this type, I was able to judge the advances 
made in its construction when I drove one of 
the latest models during the Motor Show. It is 
difficult to point to individual features and 
aspects of the car that have been improved; 
rather is there a general refinement of running 
that comes inevitably, I suppose, with large- 
scale manufacture working through its teething 
stages and settling down to a rhythm that 
produces cars which have been developed in the 
interim to a standard pitch of efficient and 
reliable performance. Whatever it is, the Mini- 
Minor (to use the name that has become general 


usage) is now a quieter and sweeter little car 
than when it started life, without losing any of 
the charm and pleasure it gives in its safe 
handling, capacious body and compact dimen- 
sions. | am certain it is all set to beceme one of 
the classic cars in motoring history. 


PARKING METERS 

Whether we like them or not, parking meters are 
here to stay, at any rate in London. Although I 
am against the principle of having to pay for 
stopping your car, I am in favour of some form 
of control over parking—in other words, the 
disc system now extending over the Continent 
is, in my view, a much better idea, especially as 
it enables cars to park close together instead of 
in the separate, space-wasting bays marked out 
for parking meters. 

Small change.—One of the additional irrita- 
tions of parking meters is having to have a 
sixpence or shilling handy all the time. Cases 
have been reported of motorists leaving their 
cars at empty meter spaces for a few minutes 
while they go to find some change, and on their 
return being given a ticket. This kind of in- 
flexible application of the rules only serves to 
exacerbate feeling, and should be heavily dis- 
couraged, In the meantime an accessory firm 
has stepped into the breach with a key ring with 
a plastic envelope in which two sixpences and 
two shillings can be carried. It costs only half a 
crown and can be bought at garages in the 
greater London area. The makers are Leeway 
Engineering, Ltd., 320 Regent Street, London, 
W.1. 

A pocket alarm.—Parking meters also require 
an effort of memory at the end of their period of 
use, and in this case no discretion is provided 
for; the meter dial moves on relentlessly and 
shows clearly unequivocally how long the offend- 
ing car has outstayed its paid-for parking period. 
It is natural that no one realizes this more 
acutely than the makers of the meters, Venner, 
Limited, of New Malden, Surrey, and they 
have considerately put on the market a personal 
alarm which can be set for a specific period and 
buzzes when it is time to move the car—pro- 
vided, of course, the motorist remembers to 
set the alarm when he puts his coin in the meter 
at the beginning. The Memopark, as it is called, 
costs 29s. 6d. and is attached to a key ring. 

And so the key ring that was originally used 
only for the ignition key is now becoming quite 
a weighty affair. In addition to this key, and 
possibly a separate key for the luggage boot and 
cubby hole, the ring carried by the prudent 
motorist now also takes the key of the A.A. 
R.A.C. telephone box as well as the coin holder 
and alarm buzzer for parking meters. Any 
other suggestions’ 
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Investment in Plaquenil 
provides for the 
rheumatoid arthritic 


MAXIMUM BENEFIT at MINIMUM RISK 
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70% of rheumatoid patients are showing major 
improvement with anti-malarial drugs. Plaquenil oo L A 0 UJ F | | L 
not only produces this improvement, but when ; 


compared with other potent anti-rheumatic 
Hydroxychloroquine sulphate. 200mg. 


drugs, demonstrates the lowest incidence of hashediait cost of anata tedie 
toxic effects. treatment (2 tablets daily): 6/4d. 
MOBILITY IMPROVES WITH PLAQUENIL 


BAYER PRODUCTS, Division of Winthrop Group Lid, SURBITON-UPON-THAMES, SURREY 





TRAVEL NOTES 


Holidays in Canada 
By PENELOPE TURING 


CANADA is the second largest country in the 
world, which makes it more than a little difficult 
to compress its holiday potentialities into a short 
article. Moreover, to the ordinary tourist it is 
still something of an unknown country. For a 
number of years after the last war it was virtually 


(By courtesy of the National Film Board of Canada) 
Fic. 1.—The Peace Tower, Ottawa. 


inaccessible until the foreign travel allowance of 
currency was extended to dollar areas. Even 
then, with holiday spending limited to £100, 
few people felt that the high cost of the air or 
sea fare to Canada or the United States could be 
justified by a necessarily short stay. 

All this was changed by the relaxation of 
currency restrictions just over a year ago. Now 
the official allowance stands at £250, and this 
can be increased by application to the Bank of 
England. For those who have the means and the 
time there is no longer any difficulty about 
spending a holiday in Canada. Jet aircraft will 
take you there in a few hours, or liners in the 
more leisurely comfort of a week’s relaxation. 
The door is open to a vast and fascinating land 
which includes some of the most spectacular 
scenery in the world. 

THE CITIES 
To the European it is the great open spaces— 


the Rockies, the vast National Parks, the sense 
of unlimited space, which will appeal more than 
the towns. But you are almost certain to visit 
several of the principal cities also. Big, cheerful, 
bustling Toronto, essentially modern but still 
bearing scars of colonial warfare on the old Fort 
York, still possessing the lighthouse in Fleet 
Street which guided shipping into the harbour 
for nearly a century, and the remains of the mill 
built by early settlers which was the forerunner 
of Toronto’s great modern industries. Here 
there are big, comfortable hotels, including the 
Royal York which, with 1,600 rooms, is the 
largest in the Commonwealth, sport and enter- 
tainments of all kinds, big stores, a fine art 
gallery and the Royal Ontario Museum which 
contains the only complete Ming Dynasty tomb 
outside China. 

Ottawa is, of course, the seat of government, 
and the Parliament Buildings are the only place 
where you will see the Royal Canadian Mounted 
Police in their full-dress uniform of scarlet 
tunics: otherwise this is only worn on ceremonial 
occasions. The best time to visit Ottawa is in the 
spring, for it has the largest display of flowering 
bulbs in North America. In summer pleasure 
boats link Ottawa with Lake Ontario by way of 
the Rideau Canal. 

Quebec has great historical interest, and old 
parts of the city still hold memories of the 
stirring past of French Canada. Anyone who 
has read Willa Cather’s ‘Shadows on the Rock’ 
will probably feel an urge to linger here, at least 
for a few days. 


‘PACKAGED HOLIDAYS’ 

Certain travel agencies—the ubiquitous Cooks 
among them—offer ‘packaged holidays’ in 
Canada alone or Canada combined with the 
United States. Most of these are not conducted 
parties but ‘I.1.T.’ (individual inclusive travel). 
They visit such places as Montreal, Ottawa 
(fig. 1), Toronto, Winnipeg, Banff (fig. 2, 3), 
Jasper and Vancouver, and a three weeks’ tour 
of this type, including air travel to and from 
Britain, costs about £330. 

There is no need, however, to be limited to 
such pre-arranged schedules. It is easy to travel 
out to Canada, stay only at one or two places, 
or take a short tour arranged by one of the 
Canadian carriers as part of the holiday. 
Canadian Pacific have some attractive itineraries 
which could be fitted into a holiday of this kind. 
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AN INTERESTING BUT STRENUOUS TOUR 
There is a 20-day tour which visits Quebec, 
Ottawa, Banff, Lake Louise, Vancouver, Vic- 
toria, Winnipeg, Fort William, Niagara Falls, 
Toronto and Montreal. Travel is by train, car 
and ship, and on Scenic Dome trains when 
crossing the most spectacular parts of the route. 
The cost of this (without of course fares to 


(By courtesy of the National Film Board of Canada) 
Fic. 2.—In Banff National Park. 


‘Canada from this country) is £135 9s. 9d. with 
1st class rail travel, or £121 10s. 6d. by Inter- 
mediate class rail; these figures cover hotel 
accommodation without meals, but meals on 
the trains are included. 

This particular tour seems to me an interest- 
ing but strenuous one, since several nights are 
spent on trains, and most stops are for one 
night only except for Toronto and Montreal, in 
each of which there is a two-night stay. Per- 
sonally, I feel the length of the trip should be 
extended to allow for longer halts. For those 
who want to see as much as possible in a limited 
time, however, this itinerary is an excellent one. 


SOME SHORT TOURS 
There are others, 
ground in an even shorter trip. In eight days 
you can visit Quebec, Montreal, Ottawa, 
Toronto, Niagara Falls and New York; cost 
(on the above basis) £39 18s. 11d. 1st class, 
£28 os. 4d. Coach class rail. Or in twelve days 
you can cross the continent, starting at Quebec, 
finishing at Vancouver, and staying at Montreal, 
Ottawa, Toronto, Niagara Falls, Banff and 
Lake Louise. Prices for this trip are £83 4s. 8d. 
1st class, {69 17s. Coach class 


HOTELS 
As regards individual hotel charges, these vary 
as widely as elsewhere. Minimum rates at the 
good hotels in Toronto and Ottawa are between 
$7.50 and $9.50 per night for a single room 
without meals. In country places there are 


too, which cover a lot of 


THE PRACTITIONER 


excellent hotels where you can get inclusive 
rates, such as the Holiday House Hotel at 
Bracebridge-Muskoka, Ontario, among the 
smaller lakes and rivers which lie just inland 
from the eastern shore of Lake Huron. Here 
inclusive weekly charges are from $57.50. 

For the motorist there is magnificent scope 
all across Canada and through superb scenery, 
and there is now a splendid range of hotels, 
motels and camping sites. 

While on the subject of hotels, especially the 
very large ones in big cities, I will pass on a 
warning on the care of personal property. A 
couple of years ago a cousin of mine was staying 
at a large hotel in one of the cities of British 
Columbia.The rooms contained notices advising 
the occupants to keep their doors locked at all 
times, but my cousin, who is rather absent- 
minded, a little deaf, and anyway regarded the 
warning more as a safeguard for unprotected 
females than for his own consideration, forgot 
to do so one night. While he slept a sneak thief 
calmly removed his wallet containing all his 
currency and travellers’ cheques, plus a box of 
cuff links and collar studs, and he was told 
afterwards that this was a well-known practice, 
hence the management’s warning. Needless to 
say he did not recover his property. 

I do not mention this as in any way a reflec- 


(By courtesy of the Canadian ey aly Railway) 
Fic. 3.—A ski-lift in Banff National 

tion on Canada or Canadian hotels; such things 
can and do happen everywhere, but I think it is 
a point to bear in mind, The loss of £50 or so is 
more than a passing annoyance, quite apart 
from the trouble of obtaining additional currency 
to finish the holiday. And an unattached collar 
is not conducive to a philosophical frame of mind. 





Sailings by Canadian Pacific eT liners weekly from 
Liverpool to Quebec or Mont (Liverpool to St. John, 
N.B., during January, February and March) take 7 days. 
Return fares approximately from {£172 1st class, £115 
Tourist to Quebec and Montreal, £194 and £122 10s. to 
St. John. F - ae Trans-Canada aod Lines to ‘Torento 
(approximately 8} hours); jet servi a class 
return £174 155., 1st class £328 Pg ‘ow Economy 
return £128 109s 
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for the combination of broad 
spectrum effectiveness ... taste . 
convenience of dosage... 
protection against yeast overgrowth. 
UNMATCHED BY ANY OTHER 
BROAD SPECTRUM ANTIBIOTIC 
PREPARATION. 


tetracycline therapy at its best 
plus the new antifungal antibiotic, 
Fungizone, to prevent fungal 
superinfection. 


When reconstituted, the syrup 
provides a fruit-flavoured aqueous 
suspension containing 125 mg. 
tetracycline (HC1 equiv.) and 25 mg. 


Fungizone per 5 cc. teaspoonful. 


Supplied in bottles for 
reconstitution to 60 cc. The drops 
when reconstituted provide 100 mg. 
tetracycline (HC1 equiv.) and 20 mg. 


Fungizone per cc. Supplied with 
ER SQUIBB & SONS LTD 


Edwards Lane Speke Liverpool 2 


unbreakable plastic dropper in 
bottles for reconstitution to 10cc. 


Mysteclin’ and ‘ Fungizone' ore trademorks 














el 
Terr=a-Cortr il (—) 3a 


brand of oxytetracycline and hydrocortisone 





... the new non-touch technique for 


burns 


infected dermatoses 


leg ulcers 


Spray treatment applies the full potency 


of Terra-Cortril directly on to the 


inflamed area, Its effect is immediate because 
the action is not retarded by a base. 


Infection is prevented, inflammation and pain reduced, 
scar tissue devclopment decisively checked and 

the healing process accelerated. Spray treatment 
prevents softening of surrounding tissue sometimes 
caused by dressings or ointments. The spray 

has a soothing effect much welcomed by patients. 


Patients and nurses will find it easy 
and simple to use. Any part of the body 


can be sprayed in a few seconds. 


Dressings may not be required. Spray treatment 
can be used with modern exposure techniques. 


SCIENCE FOR THE WORLD’S WELL-BEING 





Pfizer Ltd - Folkestone - Kent 


BRIDGE NOTES 
Defence on the Alert 
By E. W. DENHAM anp M. A. FREESTONE 


Our friends had not been playing for long 
one evening when the following deal resulted 
in Dr. Bentinck failing to play a three no-trump 
contract successfully while Dr. (Edipus showed 
good foresight in defence 


North 
(Mr. Forceps) 
@Ac6 
9 Q642 
@ QJ 103 East 
#642 (Dr. C2dipus) 
* 10 8 
9 Jo7 
South @ 862 
(Dr. Bentinck) @ 987 


@QO)374 
9 A3 


West 
(Mr. Scalpel) 
@o532 

1085 

K74 

10 5 3 


@Aos 
@aAkKQ)ji 

Bentinck had opened the bidding with one 
club, and when his partner bid one heart 
Bentinck jumped to three no-trumps, which 
closed the auction. The opposition passed 
throughout. 

Scalpel led the 10 of hearts, and Bentinck 
felt quite happy when he saw the dummy: 30 
points could hardly go astray and indeed should, 
he thought, certainly provide an extra trick or 
two. The diamond suit had to be tackled, and 
if that yielded the maximum of four tricks the 
contract was more than made. If, at the worst, 
Bentinck reckoned, only three were made his 
contract was safe, whilst an extra spade or heart 
trick was possible. When therefore on Scalpel’s 
10 of hearts dummy’s 2 and (Edipus’s 9* had 
been played, Bentinck took the trick with the 
Ace. He led a small spade to dummy’s Ace 
knowing he would still have a cover in this suit. 
The Queen of diamonds was led, but unfor- 
tunately her charms were insufficient to attract 
the King from either (Edipus or Scalpel. 
Bentinck therefore followed with the Jack 
Still no King appeared from Dr. Cdipus; 
and here Bentinck paused, frowning and 
emitting one of those peculiar noises often heard 
at the bridge table, which are so expressive of 
difficulty, perplexity, and perhaps self-reproach. 
Bentinck had realized that now he would be 
unable to enter dummy again, and so make 
only two diamonds and quite likely lose the 
contract. In actual fact there was no hope. The 
second diamond lead was taken by Scalpel, 
whose lead of the 8 of hearts ensured for the 
opponents their five tricks—three hearts, a 
diamond, and the King of spades. 


SAFETY PLAY 


As the cards were being collected Forceps 


remarked, ‘You would have made the contract 
had you made the safe play for the bare nine 
tricks instead of playing so that you might 
make ten or more. Had you given away the 
King of diamonds at once by leading the Ace 
and then further diamonds the contract would 
have been secure with three diamonds and six 
other top cards. On the 10 of hearts lead the 
danger from this suit was apparent. Giving 
away the King of diamonds at once could not 
have embarrassed you if (Edipus produced it, 
and even if Scalpel had it you could lose at the 
most only three tricks in hearts however the 
suit was distributed. If CEdipus had five hearts 
your Queen would have been a stop.’ 


PROBLEMS FOR THE DEFENCE 

Dr. CEdipus, who had nodded as Mr. Forceps 
spoke, added his comment: ‘Scalpel, after you 
had ducked the Queen of diamonds the lead of 
the 6 of spades from dummy would have 
secured the contract. Bentinck then would 
have made two diamonds, two spades, one 
heart, and four clubs. You could, Scalpel, 
have taken the first diamond trick with your 
King and led the 8 of hearts to defeat the 
contract, but you would not know that at the 
time. In fact from what you could see at the 
time, your correct play was to duck. There is 
a further point. At the risk of blowing my 
own trumpet perhaps I should remark that 
I had to make the unblocking play of the 9 of 
hearts—I couid only hope that partner would 
get in and lead hearts a second time. But if 
he held the essential three hearts these could 
include the 8. In that case his lead of the 8 
could be ducked by my play of the 7 if the 
Queen were not played from dummy. Had 
I played the 7 on the first round, however, 
I should have been forced to overtake the 
second round and so be unable to make all my 
remaining hearts. If Bentinck held the 8 it 
could make no difference which of my two 
lower hearts I played on the ro. I played the 
9 as by doing so I had all to gain and nothing 
to lose’. 

Bentinck remarked with a smile, ‘I am glad 
the discussion seems to have moved away from 
me. By the way, I noted, CEdipus, that you said 
that your partner must have three hearts for 
you to make your maximum’. CEdipus replied, 
“That just was so. The Queen in dummy was 
a stop unless Scalpel had three hearts. You 
can try it yourself’. 
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and now a NEW 
stainless, greaseless 


Bengue's Balsam 


Formula 
Menthol 10G 
Methy] salicylate ISG 


Greaseless base to 100G 


NEW Bengue’s Balsam 

As an alternative for daytime use, 
New Bengue’s Balsam presents the 
original therapy in a vanishing, 
stainless and greaseless base 


Packs and basic NHS costs 


Bengueé’s Balsam 
and New Bengueé’s Balsam 


4 oz and | oz tubes, | Ib. dispensing 
jars, basic NHS costs, 1/5}$d, 2/34d, 
and 28/- respectively 


Bengue & Co Ltd 
Mount Pleasant Wembley Middlesex 
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Report of the Seventh Council 


I.—PROGRESS DURING THE PAST YEAR 


The Seventh Annual General Meeting 


The seventh annual general meeting of the College was held at B.M.A. 
House on 21st November 1959, with Dr F. M. Rose (Chairman of Council) 
presiding. About 300 members and associates attended. 

Dr G. F. Abercrombie (Hampstead) was unanimously elected President. 
He took the chair for the presentations. 

Six honorary fellows were elected: Dr L. H. Cordery (New Zealand), 
Dr I. D. Grant (Glasgow), Dr W. V. Johnston (Canada), Dr H. M. Saxby 
(Australia), Dr J. D. Simpson (Cambridge) and Dr J. Campbell Young 
(Belfast). Their names were received with acclamation. 

The Seventh College Council was appointed, consisting of 32 faculty 
representatives and 12 elected members, of whom four were elected to serve 
for three years—Drs H. L. Glyn Hughes, R. Harkness, W. H. Hylton and 
F. M. Rose. 

The Butterworth Gold Medal, for an essay entitled The Child is Father 
of the Man (F. Coll. gen. Pract., 1960, 3, 160), was presented to Dr T. E. T. 
Weston (London). 

Certificates for Upjohn Travelling Fellowships (up to {200 each) were 
presented to 16 members of the College. 

Public Welfare Foundation prizes ({40 each) were handed by the Presi- 
dent to six final-year medical students. 

A recommendation of Council concerning the possibility of an examination 
as one of the criteria for entry to membership was put before the meeting. 
“The time has now come for the College of General Practitioners to institute 
an examination for admission to membership; this to be introduced for those 
who registered with the General Medical Council (or equivalent organiza- 
tion) after 1st January 1960. The present criteria for membership will hold 
for those who registered before that date’. 112 members voted for this 
resolution, 44 against; this was just less than the three-quarters majority 
required for a special resolution, so that it was not carried. 

Amendments to Bye-laws. Special resolutions concerning corresponding 
associates, and consequential changes in the bye-laws resulting from 
decisions on annual subscriptions during the past two years, were passed. 

Nine recommendations from faculties were discussed. 


The Sixth James Mackenzie Lecture 
On the morning of the annual general meeting, Dr J. A. L. Vaughan Jones 
(Leeds) delivered the sixth James Mackenzie Lecture to an audience of about 
300 members and associates, their families and friends. The title was 
The General Practitioner and Industrial Health (The Practitioner, 1960, 
184, 93; J. Coll. gen. Pract., 1960, 3, 9). 





SUPPLEMENT TO THE PRACTITIONER 


Membership 
During the year there have been 695 admissions (326 members, 346 
associates and 23 corresponding associates). The total number of those 
belonging to the College is now 5,443 (17 honorary fellows, 3,639 members, 
1,762 associates and 25 corresponding associates). Former associates 
proceeding to membership during the year have numbered 57. 


Regional Faculties 
There are now 35 regional faculties of the College at home and overseas. 


The College in South Africa 

The Witwatersrand Faculty (Johannesburg) has now been in existence for 
two years, the Cape of Good Hope Faculty (Cape Town) 18 months, and the 
East Cape Faculty (Port Elizabeth) for one year. The Natal Coastal Faculty 
(Durban) was founded on 8th March 1960 and the Orange Free State 
Faculty (Bloemfontein) on 12th May 1960. Negotiations are proceeding 
towards the formation of a South African Council of the College to co- 
ordinate the work of the faculties in that country, and to maintain liaison 
between them and the Council of the College, until an autonomous South 
African College of General Practitioners is founded. 

A letter from Dr F. E. Hofmeyr (Chairman of the Cape of Good Hope 
Faculty Board) dated 14th April 1960 said that all college prizes in South 
Africa would be open to all doctors and students and that no one would 
be debarred on the grounds of race, colour or creed. Dr W. T. Wagner 
(President of the South African Medical Association), who attended a 
meeting of Council on 26th June 1960, confirmed these points and added 
that all medical colleagues in South Africa worked together and all were 
welcome at medical conventions, including social functions. 


College Premises 
The President of the Royal College of Surgeons approached this College 
to reopen negotiations in connection with the possibility of finding a home 
for the College of General Practitioners in Lincoln’s Inn Fields. Another 
possible site is also being investigated by Council. 


Co-operation with Other Organizations 

Tue Ministry or Heattu. Drs R. J. F. H. Pinsent, G. I. Watson and 
E. V. Kuenssberg gave oral evidence on behalf of the College to the 
Hinchliffe Committee on the Cost of Prescribing. 

The College’s working party to consider the relationship of general 
practitioners with hospitals and public health services submitted a report 
in October 1959 to the Joint Working Party on Medical Staffing Structure 
in the Hospital Service, set up by the Ministry of Health and the Depart- 
ment of Health for Scotland in collaboration with the Joint Consultants 
Committee of the Royal Colleges and the British Medical Association. 
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The Minister of Health wrote to the Chairman of Council saying that, 
should a vacancy occur on the Central Health Services Council, he would 
bear in mind the request of the College of General Practitioners that 
consideration be given to the appointment of its President. 

Council said that it would be pleased to forward its views on any specific 
points to the Ministry of Health’s Working Party on Legislation concerning 
Medicines, but that there was not sufficient time for full college evidence 
to be submitted on this matter. 

Tue Royat CoLiece or Puysicians. Sir Robert Platt, Bart., P.R.C.P., 
and other members of the Council of his college once again helped the 
College in many ways during the year. 

THe Roya CoLiece or Surceons. Dr J. H. Hunt was co-opted to the 
Council of the Royal College of Surgeons for a further year as a member 
representing general practitioners. 

THe RoyaL COLLEGE OF OBSTETRICIANS AND GyNA&coLocisTs. Dr M. I. 
Cookson (Gloucestershire) has taken up his appointment as Visitor on the 
Council of the Roya! College of Obstetricians and Gynzcologists to repre- 
sent general practitioners. Dr G. F. Abercrombie (President of the College 
of General Practitioners) attended the ceremonies connected with the open- 
ing of the new building of the Royal College of Obstetricians and Gynx- 
cologists in Regent’s Park on 13th and 14th July 1960. 

Tue British Mepica Association. The closest possible liaison has been 
maintained with the British Medical Association. Several matters referred 
to the General Medical Services Committee were discussed at a meeting 
of the Liaison Committee of the College of General Practitioners with the 
G.M.S. Committee: 

(1) The position of general practitioners with less than 500 patients on their lists 
with regard to postgraduate courses and the fees they could receive while attending 
these ; (2) medical record cards; (3) the report of the working party on social workers 
in the local authority health and welfare services; (4) the identification of tablets; 
a sub-committee has been formed by the joint committee of the British Medical 
Association and the Pharmaceutical Society to consider the practicability of a 
scheme for marking tablets for identification; (5) the possibility of appointing a 
standing committee on a national basis to keep under constant review the content 
of general medical services, excluding questions of remuneration. 

THE MEpIcAL Szxvices REvVIEw COMMITTEE. Five members of the College 
Council continue to serve on this committee—Drs I. D. Grant, J. Fry, 
H. L. Glyn Hughes, J. H. Hunt and G. Swift. More than one meeting of 
this committee has taken place at the college headquarters. 

THe AccipENT Services Review Committee (Chairman, H. Osmond- 
Clarke). This committee is composed of representatives of those bodies 
which are interested in accident management. Its terms of reference are 
‘To keep under continuing review the accident services of Great Britain 
and Ireland’. Drs R. Cove-Smith, J. Fry and J. H. Hunt were appointed 
as college representatives. The College has been asked to submit a report on 
the part to be played by the general practitioner in the accident services of 
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Great Britain and Eire. All faculties are considering this problem and it is 
hoped that the college report will be completed by November. 

NUFFIELD FOUNDATION OVERSEAS ‘TRAVELLING FELLOWSHIPS FOR GENERAL 
PRACTITIONERS. Preliminary discussions took place between Mr L. Farrer- 
Brown (Director of the Nuffield Foundation), Brigadier C. Huxley, and 
three members of the College Council—Drs R. J. F. H. Pinsent, J. H. 
Hunt and Richard Scott. As a result of these discussions the Nuffield 
Foundation has generously agreed to finance a number of overseas travelling 
fellowships for general practitioners, at a total cost of about £50,000. 
The purpose of the fellowships, which are to be prestige awards for men 
and women outstanding in general practice, will be to stimulate, encourage 
and widen their experience and special interest in some subject of im- 
portance to general practice. Details of these fellowships for general 
practitioners in the United Kingdom, who need not necessarily be members 
of the College, are as follows: 

(1) Three Fellowships (each for a period of six consecutive months) to enable 
general medical practitioners of outstanding ability, preferably between the ages 
of 35 and 45, to undertake approved study overseas in July to December 1961 in 
some subject of importance to general practice. The value of the Fellowship award 
will cover for the Fellow (and for his wife) tourist return travel by air and other 
fares at tourist rates, together with an adequate subsistence allowance. 

(z) Three Assistantships to enable suitable persons to gain experience as locum 
tenens in the practices of the Fellowship holders in their absence from the United 
Kingdom. The value of the Assistantship award will be up to £750 for six months, 
in addition to travelling expenses. 

THE Royat Army Mepicat Corps. The Director General (Sir Alexander 
Drummond) and Major-General W. P. Hughes said that they would wel- 
come closer liaison with the College of General Practitioners. Council 
agreed that the College would welcome this, too, that general duty medical 
officers who were already eligible under the college bye-laws should be 
invited to apply for membership, and any difficulties that might arise with 
regard to the finding of sponsors should be referred to the Board of Censors. 

Tue Society or Mepicat Orricers OF HEALTH. A symposium on 
Partnership in Preventive Medicine was held jointly with the Society of 
Medical Officers of Health in the Medical School, Birmingham University, 
on 16th/17th July 1960. The Secretary of the Society of Medical Officers 
of Health invited the College to co-operate in a World Mental Health Year 
conference, organized by the Society of Medical Officers of Health, the 
Central Council for Health Education, and the Royal Medico-Psychological 
Association on 7th and 8th October 1960. Dr H. N. Levitt was appointed 
to serve as college representative on the organizing committee, and Dr S. I. 
Abrahams was invited to be a general-practitioner speaker. 


Tue Roya. Society FOR THE PROMOTION OF HeatTH. Drs I. D. Grant and 
R. M. S. McConaghey represented the College at the annual congress of the 
Royal Society of Health, held in Torquay, on 25th-2gth April 1960. 

Tue British PostcrapuaTE MepIcaL FEDERATION, through its Director 
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when potassium intake 
is suspect 


Most patients on a moderate maintenance 
dosage of an oral diuretic do not usually 

require supplementary potassium because a mixed 
diet containing reasonable amounts of fruits 
and vegetables prevents hypopotassaemia. 
However, the possibility of potassium deficiency 
must be considered in debilitated patients with 
poor appetites, especially if digitalis therapy 

is also being employed. 

The amount of potassium chloride included in 
HydroSALURIC’-K tablets will supply 
additional potassium (in a palatabie form) 
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(Sir Francis Fraser), has once again co-operated in every possible way with 
the College’s postgraduate educational work, as it has done for many 
years past. A conference, arranged jointly by the British Postgraduate 
Medical Federation of the University of London and the Home Counties 
and South-east England faculties of the College of General Practitioners, 
on Teaching Methods used in Formal Courses for the Continuing Education 
of Family Doctors, was held on 7th May 1960. The proceedings of this have 
been published by the British Postgraduate Medical Federation (Brit. med. 
F., 1960, i, 1824), and as a Supplement to The Practitioner (November 1960). 

Tue INsTiTuUTE OF AccIDENT SURGERY, BIRMINGHAM. On 24th/25th 
September 1960 a joint symposium was held with the Institute of Accident 
Surgery, Birmingham, and with the support of the British Orthopedic 
Association. Council is grateful to Mr William Gissane, Mr P. S. London 
and Dr C. M. Green for all the arrangements they made to ensure the success 
of this meeting. 

GENERAL-PRACTITIONER ADVISER TO UNIVERSITY COLLEGE HOsPITAL 
Mepicat Scuoot. Dr J. W. Wigg (London), a member of the College, was 
appointed general-practitioner adviser to U.C.H. Medical School. 

Tue British Mepicat Stupents’ Association. Close liaison has been 
maintained between the College and the British Medical Students’ Associa- 
tion. The College subscribed {25 towards the expenses of this association’s 
annual clinical conference. 

THE ASSOCIATION FOR THE Stupy OF Mepicat Epucation. Drs H. L. 
Glyn Hughes and J. H. Hunt represented the College at a conference on 
Methods of Learning and Techniques of Teaching. Dr Richard Scott also 
attended as a member of the Executive Council. 

LocaL AUTHORITIES HEALTH AND WELFARE Services. The South-west 
England Faculty Board drew the attention of Council to references to 
general practice in the report of the working party on Social Workers in the 
Local Authority Health and Welfare Services. The matter was referred 
to the College’s Liaison Committee with the General Medical Services 
Committee of the B.M.A., which confirmed the vital need for the closest 
co-operation between general practitioners and the local authorities health 
and welfare services, an opinion which was endorsed by the Public Health 
Committee of the B.M.A. 

QuEEN’s INSTITUTE OF District Nursinc. Drs G. O. Barber, K. M. 
Foster, J. P. Horder, R. J. F. H. Pinsent and J. C. T. Sanctuary were 
appointed examiners for the Queen’s Roll. 

BRITISH PHARMACOPa@IA AssociATION. An ad hoc committee of Council 
for the revision of the British Pharmacopceia forwarded its report to the 
British Pharmacopeeia Association. 

THE AUSTRALIAN COLLEGE OF GENERAL PRACTITIONERS. Dr K. M. Foster 
attended, as college representative, the Third Annual Meeting of the 
Australian College of General Practitioners, held in Melbourne, and 
delivered the Occasional Oration on 14th October 1960. He also attended 
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the First General-Practitioner Convention in Australia, which was held in 
Melbourne; and he visited members of the Australian College in Victoria, 
Tasmania, South Australia and New South Wales. 

THE GENERAL PRACTITIONERS’ GRouP OF IsRAEL was formally established 
on 16th January 1960 with Dr W. Mainzer as hon. secretary. This group 
includes all members, associates and corresponding associates of the College 
resident in that country. A Scientific Advisory Board, consisting of nort- 
members of the College, has also been appointed to assist in the postgraduate 
education of general practitioners and in research in general practice. 


THe AMERICAN ACADEMY OF GENERAL Practice. On 25th March 1960 
12 members of the American Academy of General Practice and their 
wives arrived in London for a two-day visit. They included Dr John G. 
Walsh (President of the American Academy of General Practice). Several 
members of Council and other members of the College were entertained by 
them at Grosvenor House at lunch and at an evening cocktail party on 
the day of their arrival. The next day these visitors were guests of the 
College at 41 Cadogan Gardens. Many points of mutual interest were dis- 
cussed, and it was generally agreed that this short meeting had been both 
entertaining and advantageous. 

Tue NETHERLANDS COLLEGE OF GENERAL PRACTITIONERS. A conference on 
Training Methods in Psychological Medicine in General Practice was organized 
by the Netherlands College of General Practitioners from 7th-1oth 


April 1960. Dr H. N. Levitt attended on behalf of Council and submitted 
reports on Experiences in the Teaching of Psychiatry to Medical Students in 
Holland, and Experiences of General Practitioners in Seminar Study Groups 
based on the Tavistock Clinic Method in London. 


Tue British Heart Founpation. Dr D. G. French (Kidsgrove) was 
appointed college representative on the British Heart Foundation. 

First INTERNATIONAL CONFERENCE ON CONGENITAL MALFORMATIONS. 
Dr G. F. Abercrombie (President of the College) accepted an invitation 
to append his name to the list of patrons of the First International Con- 
ference on Congenital Malformations, held from 18th-22nd July 1960. 

THe CenTRAL CouNcIL FoR HEALTH Epucation. Dr W. G. Tait has been 
appointed as college observer on the Advisory Committee on Cancer 
Education of the Central Council for Health Education. 

Wor_p MenTAL HEALTH Year. As a contribution to the World Mental 
Health Year, a symposium has been arranged for 20th November 1960 
on Mental Health and the Family Doctor. 

THE Royat CoLiece or Nursinc. The Royal College of Nursing ex- 
pressed a wish to co-operate with the College of General Practitioners, 
particularly with regard to the closer integration of the work of the health 
visitor and the general practitioner. This invitation was warmly welcomed 
by Council. Members and associates with experience of working with 
health visitors have been invited to send in suggestions. 
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THe Cuurcues’ Councit or HeaLinc. Dr Sylvia Chapman, college 
representative on the Churches’ Council of Healing, reported to Council on 
the meetings she attended, and she submitted a report on the conference 
which took place from 28th-30th October 1959. Dr Chapman has under- 
taken to supply further information to those who would like to receive it. 

THe Lapy CuicHesterR Hosprtat, Hove. A meeting of representatives 
of the College and the staff of the Lady Chichester Hospital, Hove, was 
held on 1st November 1959 to discuss The Continuing Study of Psycho- 
logical Medicine in General Practice and the establishment of centres for 
the study of psychological medicine in general practice throughout the 
country. 

THe WorsHiPruL Society OF APOTHECARIES OF LONDON. The College 
has been accepted as a life member of the Faculty of the History of 
Medicine and Pharmacy of the Worshipful Society of Apothecaries of 
London. 


Other Council News 

Dr I. D. Grant. In June 1960 members and associates of the College 
learned with pleasure that Dr I. D. Grant (immediate Past-President) 
had been designated C.B.E. in the Birthday Honours List. 

Dr F. M. Ross retired from the chairmanship of Council after the annual 
general meeting of the College, 1959. He had held this office for the past 
three years. The Chairman of the Seventh College Council (Dr Annis Gillie) 
paid tribute to Dr Rose’s chairmanship, to his wide contacts, his full 
experience, his firmness, tolerance and humour, and she said that everyone 
knew that there had been occasions when he had carried out his work as 
chairman under great discomfort from a complaint from which he was now 
happily recovering. 

ADDITIONAL MEMBERS OF CoUNCIL. At the first meeting of the Seventh 
College Council Drs J. F. Burdon, I. D. Grant, L. Lamont and H. N. Levitt 
were appointed additional members of Council under Article 31. 

INCORPORATION OF THE COLLEGE. Early in the year application was made to 
the Board of Trade for incorporation of the College. New Memorandum and 
Articles of Association and Bye-laws were drawn up. In a letter dated 
30th April 1960, the Board of Trade agreed in principle to the College’s 
application for incorporation being entertained, and it sought further 
information on some points. The three Royal Colleges, the Worshipful 
Society of Apothecaries, the British Medical Association, the British Post- 
graduate Medical Federation of the University of London, the Royal College 
of Physicians of Edinburgh, the Royal College of Surgeons of Edinburgh, 
and the Royal Faculty of Physicians and Surgeons of Glasgow were in- 
formed that this step was being taken. All replied favourably. 

Provosts OF Facutties. Council would like to thank the following 
provosts of faculties who retired last year for all they have done to help 
the College during their terms of office: L. W. Batten (North London), 
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J. W. Barnett (South London), B. Halfpenny (South-east England), W. S. 
Macgowan (Northern Home Counties), F. B. Winfield (Midland), Miles 
Parkes (North-west England), L. Lamont (South-east Scotland), D. 
Peebles Brown (West of Scotland), W. H. Belford (Northern Ireland), 
H. W. Daly (East of Ireland), L. R. Hetherington (Auckland), W. M. 
Shirer (Wellington), A. L. Craddock (Kenya), G. W. Schepers (Wit- 
watersrand). 

THE SEVENTH JAMES MACKENZIE LEcTURE will be given on the morning of 
1gth November 1960 by Dr L. W. Batten on The Medical Adviser. 

THe First CoLLeGe OF GENERAL PRactiITIONERS LecTuRE. On 16th 
September 1960, by kind permission of Sir Geoffrey Marshall (President) 
and the Officers of the Royal Society of Medicine, Dr J. H. Hunt delivered 
a College of General Practitioners Lecture in the Barnes Hall at 1 Wimpole 
Street, London, W.1, on Family Life and Family Practice in the U.S.S.R., 
illustrated by numerous colour photographs. This venture, the first of its 
kind, was a very great success. 

Tue BuTTeRworTH GOLD Mepat Essay Competition. Television and 
Health was the title for the 1960 essay competition, the result of which 
will be announced at the annual general meeting of the College on 19th 
November 1960. Future Trends in General Practice has been chosen for the 
essay in 1961, and The Evaluation and Management of Backache in General 
Practice for 1962. 

Four Facu_tty RECOMMENDATIONS AT THE ANNUAL GENERAL MEETING, 
1959, were referred to Council for further consideration on 13th December: 

(1) Council endorsed the first part of the North-east England Faculty’s recom- 
mendation ‘that financial assistance for research in general practice should aim at 
reimbursement for out-of-pocket expenses’. It did not approve the remainder of 
the recommendation; (2) it did not approve the recommendation of the South-west 
England Faculty ‘that three associates in active general practice should be elected 
as members of the College Council for a period of three years, one retiring each 
year, and on retirement such associates not to be eligible for re-election to the 
Council as associates’; (3) it approved the North-east England Faculty’s recom- 
mendation that ‘the college shall set up forthwith a working party to enquire into 
and report on the ways and means whereby the general practitioner can play the 
maximum part in the care of the health in industry’. It was agreed that the North- 
east England Faculty should act as convenor of a working party to study The 
General Practitioner and Industrial Health, and that the hon. secretaries of all 
faculties in the United Kingdom be informed that this working party was being 
established and that they be invited to nominate representatives to serve on it (it 
being noted that some faculties were more concerned than others with problems 
of industrial health) and that the working party should, on completion of its study, 
report to Council. The North-east England Faculty is convening a working party 
of 35 doctors and it is hoped to establish close liaison with the committee of the 
British Medical Association which is studying this problem. (4) A recommendation 
from the West London Faculty ‘that the College of General Practitioners do actively 
support the British Medical Association, in every possible way, in implementation 
of a satisfactory scheme for infallible identification of tablets’ was discussed by the 
Liaison Committee of the College and the G.M.S. Committee of the British Medical 
Association. 
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depression vanished: 
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of influenza 


Standard packs containing 20 dragées. 


C. F. Boehringer & Soehne GmbH. Mannheim 





COLLEGE OF GENERAL PRACTITIONERS II 


THE BENGER PRIZES FOR ORIGINAL OBSERVATIONS IN GENERAL PRACTICE 


(totalling £500) were judged by the awards committee. 

There were 38 entries in 1959. The first prize went to Dr A. J. Whitaker (Guild- 
ford), a member of the South-east England Faculty, for his observations on The 
Emergency Treatment of Burns; the second to Dr Betty C. Zoob (London), a mem- 
ber of the South London Faculty, for her observations on The Obesity Case-Sheet; 
and a third to Dr K. D. Salzmann, for observations on The Earlier Recognition of 


Placental Separation. 
Tue Sir CHARLES Hastincs CLINICAL PRIZE OF THE BRITISH MEDICAL 


ASSOCIATION was awarded to Dr John Fry (Beckenham) for his essay on 
Acute Wheezy Chests. 

THE CHARLES OLIVER HAWTHORNE Prize was won by Dr T. S. Eimerl 
(Merseyside & North Wales Faculty); his essay was on General Practice 
1949-58, a Statistical Survey of some Ecological Factors in General Practice 
in the First Ten Years of the National Health Service. 

Tue Liprary PHotocopyinG Service. Through the generosity of John 
Wyeth & Brother Ltd., the library photocopying service is now in being. 
Members and associates of the College in any part of this country or in 
the Commonwealth are invited to write to the College headquarters 
for copies of medical articles in which they are interested. The Royal 
College of Surgeons is kindly housing the photocopying machine, and the 
librarian of the Royal College of Surgeons has offered to help by lending 
books and journals from his library for copying purposes. Council would 
like to take this opportunity of thanking the President and Council of the 
Royal College of Surgeons, and Mr W. LeFanu the librarian, for their 
great help in this matter. 

Tue Co.iece Lisrary. Council would like to thank Dr J. P. Horder 
(hon. librarian to the College) and Dr M. J. Linnett (hon. assistant librarian) 
for the work they continue to do in the library, and Mr J. L. Thornton 
(librarian of St Bartholomew’s Hospital Medical College) for all his help 
and advice during the past few years. Mrs R. Rabe has been appointed 
college librarian, working 2} days a week, her salary being met from the 
grant made by John Wyeth & Brother Ltd. 

COMMONWEALTH CO-ORDINATING COMMITTEE. A meeting of this com- 
mittee was held in Birmingham on 27th May 1960, Dr W. A. Conolly 
(President of the Australian College of General Practitioners) and Dr 
R. J. F. H. Pinsent being present. Dr Conolly had recently met Dr W. V. 
Johnston (Executive Director of the College of General Practice of Canada) 
and put forward his views. 

B.M.A. ScriENTIFIC MEETING IN Torquay IN JUNE 1960. The College 
exhibit at the Scientific Exhibition was arranged by Dr F. H. Staines on the 
Survey of Farmer's Lung. The maps are on exhibition at the College 
headquarters. 

PRESIDENT’S FUND. On 30th September 1960 the total sum in the Presi- 
dent’s Fund stood at £300: {112 10s. 6d. of this had been raised by the 
Northern Home Counties Faculty. The balance remaining from the 
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registration fees after payment of all expenses for the symposium on 
Prescribing and Therapeutic Trials in General Practice, held on 22nd Novem- 
ber 1959, amounting to £53 6s. 4d., was credited to the President’s Fund. 
Council agreed that a sum, to be determined by the hon. treasurer, should be 
allocated to the President’s Fund for entertaining overseas guests on behalf 
of the College. 

Visit oF Dr W. A. CONOLLY (PRESIDENT OF THE AUSTRALIAN COLLEGE OF 
GENERAL PRACTITIONERS). Council has been delighted to welcome Dr W. A. 
Conolly, who has been visiting the United Kingdom for four months to study 
Industrial Medicine in Respect of Transport Undertakings and the Role 
of the General Practitioner in Industrial Medicine. Dr Conolly has attended 
meetings of Council. During his stay he has visited many members of 
Council and other members of the College. It will be remembered that he 
was among the first Australians to join the College. 

PRESENTATION OF AWARDS AT THE ANNUAL GENERAL MEETING OF THE 
Co.iece. The Awards Committee considered the recommendation of the 
Merseyside & North Wales Faculty and of the Yorkshire Faculty that 
presentation of awards should take place during the morning of the annual 
general meeting and that the afternoon be reserved entirely for college 
business. Council endorsed this recommendation. At the annual general 
meeting in 1960 the presentations will precede the James Mackenzie Lecture. 

VENUE OF ANNUAL GENERAL MEETINGS OF THE COLLEGE. The South-west 
England Faculty representative suggested to Council that the College’s 
annual general meeting should be held in places other than London. Council 
did not advocate changing the venue of the annual general meeting, but 
it favoured the holding of another general meeting and symposia outside 
London each year. The Finance and General Purposes Committee has 
given detailed consideration to the organization and cost of meetings held 
outside London and has reported favourably on the matter. 

THE CoLiece’s FINANCIAL YEAR. On the recommendation of the Finance 
and General Purposes Committee, Council has agreed that, if the date of 
incorporation of the new College affords an opportunity of doing so, the 
College’s financial year should be altered to run from 1st April to 31st 
March, the subscription year remaining unchanged. 

FacuLty RECOMMENDATIONS TO CoUNCIL. Time is now allotted at all 
Council meetings for faculty representatives to submit recommendations 
to Council from faculty boards. Hon. secretaries of faculty boards and 
faculty representatives on Council are asked to send any relevant documents 
to the college headquarters at least two weeks before meetings so that they 
may be circulated to all members of Council in good time. 

PAMPHLET ON THE COLLEGE’s AIMS AND AcTIviTiEs. It was agreed that 
this pamphlet, prepared by the hon. registrar of the College and the hon. 
secretary of Council, should be printed in booklet form. 

ARCHIVES OF THE Co.ecg. A collection of archives of the College is 
being made. Important archives will be photocopied and copies stored 
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in a separate place. Dr J. P. Horder continues to act as Hon. College 
Archivist. 

APPOINTMENT OF Hon. ASSISTANT RecisTRAR. Council agreed that Mrs 
J. Leitch Barrow, who had helped with the College appeal for nine months, 
should be invited to become Hon. Assistant Registrar. 

DIsTINCTION AWARDS FOR GENERAL PRACTITIONERS. Though the College 
did not give written evidence to the Royal Commission, its name figures 
prominently in that commission’s report which expressed the hope that 
the College would be asked for advice should the recommendations regarding 
awards for general practitioners be approved. Council discussed this matter 
fully and agreed that: 

(1) If the profession, through its appointed representatives, agreed with the sug- 
gestion that there should be distinction awards for general practitioners, and the 
College were asked for its advice, that advice should be given; (2) that a working 
party of Council be appointed immediately to study the assessment of quality in 
general practice, and that the working party should consist of the officers of Council 
and Drs W. S. Gardner, J. M. Henderson, R. M. S. McConaghey, R. J. F. H. 
Pinsent, R. Scott and G. Swift, who were members of the Criteria Committee, 
together with Drs J. Fry and J. F. Burdon. 

Symposia. Council agreed: (1) that the offer of the Geigy Pharmaceutical 
Co. Ltd. to sponsor three symposia a year on the lines of those which had 
already been held by the North-west England Faculty of the College in 
Manchester, or on more specialized subjects with a smaller number of 
participants, be gratefully accepted; (2) that the Postgraduate Education 
Committee of Council be authorized to plan conferences on this basis for 
the next two years; and (3) that the publication of the proceedings of such 
conferences be referred to the Publications Committee of Council. 

Dr V. P. SMoinikorr. During his journey to Russia the hon. secretary of 
Council met Dr V. P. Smolnikoff in Moscow on two occasions. He is the 
only life member of the College and is taking a great interest in the progress 
of the College. He was until recently in charge of a laboratory of anzsthesi- 
ology at the Institute of Thoracic Surgery in Moscow, but is now in charge 
of a new laboratory of anzsthesiology at the Institute of Experimental and 
Clinical Oncology in Moscow. He will be pleased to meet any members or 
associates of the College who visit Russia at any time. 

StaFF AT COLLEGE HEADQUARTERS. Once again Council thanks Commander 
A. E. P. Doran, Miss E. Petree and Mrs D. I. Phillips for all the work they 
have done throughout the year and the great help they have given the 
College. Council would also like to record its deep appreciation of the work 
Dr Sylvia Chapman (hon. registrar) has done since the foundation of the 
College in compiling the College Register and continues to do in so many 
other ways, and it hopes that the appointment of an hon. assistant registrar 
will ease her burdens to some extent. Council also thanks Miss G. M., 
Kane and Mrs J. Leitch Barrow for the hard work they did for the college 
appeal, and Miss A. Z. Lewis, Mrs J. C. Stark, Mrs W. Rollason and Miss 
I. Scawn for the help they, too, have given the College during the past year. 
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The Journal of the College and other Publications 

In the last four quarterly issues of the Journal of the College of General 
Practitioners there have been 10 leading articles, 10 lectures and special 
papers, and 15 original papers on various aspects of the work of family 
doctors, with details of undergraduate and postgraduate educational 
activities and of several research projects, college and faculty news, clinical 
notes, abstracts, annotations, book reviews and correspondence. Two card 
inserts have been sent out with the journal during the year—an obstetric 
record card and a summary card. 

Once again, Council is very grateful to Dr R. M. S. McConaghey (Hon. 
Editor), Dr J. F. Burdon (Hon. Assistant Editor), and to members of the 
Editorial Board for their hard and excellent work in producing the journal. 

The College Register (third edition), containing the names and addresses 
of members and associates as at 31st March 1960, was published. 

Between Ourselves and Progress Reports have been published by the 
Research Committee of Council. 

Many faculties have again published faculty journals and gazettes, news- 
letters and news sheets. 


Social Occasions 
On the evening of 18th November 1960 a dinner will be held in the hall 
of the Society of Apothecaries, at which sponsors of the appeal, members 
of Council and their wives will be present. A sherry party for members, 


associates, their relatives and friends, will be held in College headquarters 
at 0.3¢ p.m. on 19th November 1960. 


Committees of Council 
Reports of the many committees of Council will be found elsewhere in 


this Report. 

THE FINANCE AND GENERAL PurPOsES COMMITTEE has met six times be- 
tween meetings of Council. Its recommendations have been confirmed by 
Council and appear in other parts of this report. The hon. treasurer’s finan- 
cial statement for 1959-60 accompanies the balance sheet and accounts. 

Chairman, Annis Gillie; Vice-Chairman, K. M. Foster; Hon. Treasurer, H. L. 
Glyn Hughes; Hon. Secretary, J. H. Hunt; Members, G. F. Abercrombie, I. D. 
Grant, R. Harkness, H. N. Levitt, R. M. S. McConaghey, R. J. F. H. Pinsent, 
F. M. Rose, Richard Scott, George Swift, W. G. Tait, G. I. Watson. 

Three sub-committees of the Finance and General Purposes Committee 


have met: 

THE BuILDING AND NEGOTIATING SUB-COMMITTEE: Chairman, Annis Gillie; 
Hon. Secretary, H. L. Glyn Hughes; Members, G. F. Abercrombie, K. M. Foster, 
I. D. Grant, J. H. Hunt, F. M. Rose, Ancrum Evans, Commander A. E. P. Doran. 

THE CHAIRMAN’s SUB-COMMITTEE: “To deal with urgent college business’. 
Chairman, Annis Gillie; Hon. Secretary, J. H. Hunt; Members, G. F. Abercrombie, 
K. M. Foster, R. Harkness, H. L. Glyn Hughes, J. M. Henderson, R. A. Murray 
Scott, G. I. Watson. 

Tue House Sus-comMitTteE: “To deal with the day-to-day running of college 
headquarters’. Chairman, Annis Gillie; Hon. Secretary, J. H. Hunt; Members, 
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Further literature on these products gladly sent on request. 


M.C.P. Pure Drugs Ltd., 








STATION WHARF, ALPERTON. MIDDLESEX. TELEPHONE: WEMbiley 1191. 
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For many patients, weight reduction is 
essential — yet for themselves and their 
families it often becomes unbearable. 
Preludin allows patients safely to follow a 
prescribed diet with morale intact. 

A recent trial of Preludin for childhood 
obesity states: ““Phenmetrazine (Preludin), in 
the dosage given, was a highly effective 
weapon against obesity.” ! 

Preludin is now available in long-acting 
Tablongets —one lasts all day. Tablongets 
add new convenience to Preludin’s reliable 
appetite control 


' Brit. med. F., 1960, i, 703. 


PRELUDIN’ 


2-pheny!-3-methy!-tetrahydro-1, 4-oxazine hydrochloride 


Manufactured and distributed in the U.K., by 

Pfizer Ltd., Sandwich, Kent, for 

C. H. BOEHRINGER SOHN. INGELHEIM am RHEIN 

Registered proprietors of the Trade Mark, * Regd, Trade Mark 
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G. F. Abercrombie, H. L. Glyn Hughes, Mrs H. L. Glyn Hughes, Commander 
A. E. P. Doran. Special thanks are due to Mrs H. L. Glyn Hughes for all the 
help she has given the House Sub-committee during the year. 


Working Parties of Council 


1. To study the Assessment of Quality in General Practice 

Chairman, K. M. Foster; Hon. Secretary, W. S. Gardner; Members, G. F. 
Abercrombie, J. F. Burdon, J. Fry, Annis Gillie, J. M. Henderson, H. L. Glyn 
Hughes, J. H. Hunt, R. M. S. McConaghey, R. J. F. H. Pinsent, Richard Scott, 
George Swift. 

2. To study the Relationship of General Practitioners with Hospitals and 

the Public Health Services 

Chairman, George Swift; Vice-Chairman, R. Harkness; Members, J. Fry, H. L. 
Glyn Hughes, J. H. Hunt, H. N. Levitt, R. M. S. McConaghey, R. J. F. H. Pinsent, 
O. Plowright, Richard Scott, R. A. Murray Scott. 


Gifts 

Once again, Council wishes to express its grateful thanks to all those 
who have helped the College with gifts during the past year, especially 

UPpjoun oF ENGLAND Lp for 16 travelling fellowships (of up to £200 each), 
amounting to £3,000, for members of the College in the United Kingdom or Eire 
(who were not awarded such a fellowship in 1957, 1958 or 1959) to enable them to 
carry out a minimum of two weeks’ postgraduate study at their old teaching hos- 
pitals or at any other hospitals, clinics, health centres, or general practices of their 
choice in the United Kingdom or Eire. 

Prizer Lrp for the annual Pfizer Postgraduate Grant of £960 to encourage the 
continuing education of members and associates. 

GEIGY PHARMACEUTICAL COMPANY Lp for meeting all the expenses of: (1) the 
symposium on Chronic Bronchitis in General Practice, arranged by the North-west 
England Faculty on roth April 1960 in Manchester and for the publication of the 
report of the proceedings as a special issue of the North-west England Faculty 
Journal, and (2) the joint symposium on Accident Management and General Prac- 
tice on 24th-25th September 1960 in Birmingham. Council would also like to express 
its deep appreciation of the Geigy Pharmaceutical Company’s generous offer to 
finance other symposia in future and arrange for the publication of the proceedings. 

SMITH, KLINE AND FRENCH LasoraTortes Ltp for financing the College’s Medical 
Recording Service by donating £1,000 for the year 1960-61. 

PuBLIc WELFARE FOUNDATION INC., of the United States of America, for pro- 
viding $1,000 for six prizes to senior medical students in the United Kingdom and 
Eire for the best case history, with suitable commentary, of one or more patients 
seen in general practice. 

BENGER LABORATORIES LTD for an annual donation of 250 guineas in recognition 
of the work done by the Awards Committee of Council in adjudicating the entries 
for the Benger Prizes for Original Observations in General Practice. 

Joun WyetH & Brotuer Lrp for the gift of £750 a year, for three years, to 
provide a library photocopying service for the College. 

BuTTERWORTH & Company Lp for the Butterworth Gold Medal. 

THe CAMDEN CHEMICAL CoMPANY Lrtp for a Telefunken tape recorder for use 
in the college library. 

Miss F. Sianey for a donation of £500 to the East of Ireland Faculty for the 
establishment of an annual prize in memory of her brother, the late Dr Robert 
Slaney. 
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Dr W. A. Cono_ ty (President of the Australian College of General Practitioners) 
for the gift of a gown of an Honorary Fellow of the Australian College of General 
Practitioners for the use of honorary fellows of the Australian College of General 
Practitioners who attend academic functions in the United Kingdom. Dr I. D. 
Grant was the first to wear this gown. 

THE WELLCOME FOUNDATION LTD for allowing the use of its auditorium and for 
providing coffee, lunch and tea in the Wellcome Building for a college conference 
on Prescribing and Therapeutic Trials on 22nd November 1959, and also for £50 
towards Dr K. M. Foster’s travelling expenses attending the Convention of the 
Australian College of General Practitioners. 

Ames Co. (LonNpoN) Lrtp for publishing the Northern Home Counties Faculty 
Journal, British Druc Houses Lrp the South London Faculty Newsletter, Ext 
Litty Ltrp the Thames Valley Faculty Journal, Geigy PHARMACEUTICAL Co. LTp 
the North-west England Faculty Journal and the North-east England Faculty Journal, 
IMPERIAL CHEMICAL INDusTRIES Ltp the Yorkshire Faculty Journal and the Mersey- 
side & North Wales Faculty Journal and May aNnp Baker Lrtp the Welsh 
Faculty Journal. 

Grateful acknowledgement of other gifts is made in the reports of faculties. 
Many donations connected with the College appeal have been acknowledged both 
privately and in the public press. Several books and other documents, including 
copies of medical journals, have been given to the College library. Acknowledge- 
ment of these has been published (7. Coll. gen. Pract., 1960, 3, 105, 224 and 349). 

At the end of another year’s work, Council must once again express its warmest 
thanks to the staffs of all those universities, teaching hospitals and regional hos- 
pitals, hospital management committees, medical societies, members of the nursing 
profession, and to many other individuals and institutions too numerous to mention 
here by name who have, with such goodwill, helped the work of the College and 
its faculties and offered them hospitality during the past 12 months. 

The editors of the British Medical Journal and of the Lancet, and of many other 
medical journals, have generously printed college notices and reports. Special 
thanks are again due to the editors of The Practitioner for financing the James 
Mackenzie Lecture, and for publishing the College’s annual report in the supple- 
ment to their December issue. 


. 


IIl.—_UNDERGRADUATE EDUCATION 
The Undergraduate Education Committee of Council has met on four 
occasions. The committee is encouraged by evidence of a considerably in- 
creased recognition on the part of many medical schools of the College’s 
interest in undergraduate education as evidenced by the many ways in which 
faculties and members of the College are being consulted by medical schools. 


Public Welfare Foundation Prize 

The committee is grateful for the continued support of the Public 
Welfare Foundation in financing this student prize competition which is 
already so well established as to be recognised by Council as a permanent 
College activity. The number of student entries has increased each year, 
as has the number of schools represented. The closing date for receiving 
entries was changed this year and, thanks to the interest of students them- 
selves and the support of the British Medical Students’ Association, a 
record number of entries were received. Forty-three students from 14 
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medical schools in the United Kingdom and Eire submitted entries. During 
the year the method of adjudication was reviewed and the value of this 
competition as a contribution to student teaching was discussed in detail. A 
summary of this discussion has been sent for information to undergraduate 
education committees of faculty boards. An article is being prepared for 
publication which will consist of the text of a prize-winning essay, together 
with critical comments from contributors specially invited by this committee. 

A similar competition has been organised by the New Zealand Council 
of the College. 

Teaching Register 

Enquiries from students and occasionally from medical schools continue 
to be received at College headquarters, but while it still maintains a central 
register the committee continues to encourage faculties to maintain local 
registers to be made available to the appropriate medical school. Practically 
all faculties have during the year revised and brought up to date their 
teaching registers. The committee, in consultation with faculties, is con- 
sidering changes that are likely to take place in the future in the ways in 
which these local lists are used. 


Clinical Patterns in General Practice 
The committee has begun a review of the changing patterns of morbidity 
in general practice as contrasted with the illnesses commonly seen and dealt 


with in a teaching hospital. A list is being prepared of diseases, clinical 
syndromes and practical situations which are commonly encountered in 
general practice, but are scarcely if ever seen in hospital. The intention here 
is two-fold: to find out to what extent teaching undertaken in the setting of 
general practice will enhance the practical instruction at present being 
offered to all medical students, and to discover what subjects and practical 
situations commonly encountered by the general practitioner receive little 
or no attention in his undergraduate teaching. 

The committee reaffirms College policy in encouraging activity in this 
field at faculty level rather than centrally, and evidence of the extent to 
which faculties are becoming active will be found in the following paragraphs. 


Faculty Undergraduate Educational Activities 


SouTH LONUON FACULTY 

This faculty arranged an open meeting with clinical students of King’s College 
Hospital and St. George’s Hospital. A lecture on The Handling of Patients in General 
Practice was followed by a lively discussion. 
East LONDON FACULTY 

At the London Hospital Medical School plans for the revision of the medical 
curriculum also include an elective period, in this instance one of two months in 
the student’s final clinical year. During this time students will be encouraged to 
gain experience of medicine outside the hospital, and attachment to general prac- 
tice is one of the forms envisaged. Discussions are also taking place with a view to 
exploiting the teaching opportunities that could arise if a consultant was accom- 
panied by a student on a domiciliary consultation with a general practitioner. 
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NorTHERN Home Counrtigs FACULTY 

This faculty is preparing a memorandum for the guidance of practitioners who 
propose to receive students into their practices, and one for the guidance of students 
who contemplate visiting general practitioners. 


NortH MIpLanps Faculty 

A general practitioner serves on the committee for the selection of medical stu- 
dents appointed by the Dean of the Faculty of Medicine of Sheffield University. 

Plans are advanced for the delivery of lectures by general practitioners under 
the auspices of two of the clinical departments of this medical school. In the revised 
curriculum which is being planned for this medical school, an elective period is to 
be introduced after the pre-clinical examinations. The local faculty of the College 
has been invited to provide facilities for students who choose to study general prac- 
tice during this elective period. 


MenrseysipE & NortH WALEs FACcuLTY 

The President of the Student Society is a co-opted member of the faculty under- 
graduate education committee, and has promoted attachment schemes by a circular 
letter addressed to each student in the clinical years. An article by Dr W. M. 
Mackean, secretary of the undergraduate education committee, has appeared in the 
students’ journal reviewing the work of the College. Sixty-five students and fifteen 
doctors on the attachment register met over tea to discuss student-attachment 
schemes. Three medical and two obstetrical lectures were delivered by members 
of the College during the session. 

The College was invited to set two questions in two medical terminal examina- 
tions, and the chairman of the undergraduate education committee is a member 
of the Board of Clinical Studies of the Medical Faculty. A circular letter sent to 


200 pre-registration doctors in the area outlined the function of the College and 
listed the names and addresses of the faculty board. A joint meeting was arranged 
by the postgraduate and research committees of the faculty, and the morning 
session of this meeting was devoted to the teaching of general practice. Thirty-five 
students attended this Sunday morning session. 


WELSH FAcuLTY 

The Dean of Clinical Studies of the Welsh National School and two clinical 
students serve as members of the faculty undergraduate education committee. Dr 
Parry delivers two lectures to students on the topic of general practice at the invita- 
tion of the Senate of the medical school. 


SouTH-East ScoTLanp FACULTY 

In the University of Edinburgh all students are now required to complete a 
course of practical instruction in general practice extending over a period of three 
months. The teaching facilities of the University’s General Practice Teaching Unit 
have been reinforced by calling on the assistance of eight general practitioners in 
the city, all of whom are active members of the College. 


West oF SCOTLAND FAcuLty 

This faculty held a successful half-day conference attended by students, members 
of the Faculty of Medicine, and general practitioners who had participated in the 
attachment scheme. A lively discussion took place on the scope of general practice 
and the opportunities which it offered for the training of medical students. 


NortH-East ScorLanp FacuLty 

This faculty has been invited by the Board of Studies of the Faculty of Medicine 
of the University of Aberdeen to give evidence to a committee which is reviewing 
the medical curriculum. The College has been invited to submit a memorandum 
on the revision of the curriculum and also to attend a meeting to give oral evidence 
and to discuss this memorandum. 
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PARENTROVITE IN GENERAL PRACTICE 


Parentrovite, a high potency injectable preparation of the vitamin B 
complex with vitamin C, is being found increasingly useful in 

general practice. Introduced originally for the treatment of acute 
psychiatric emergencies such as coma or delirium from alcohol or 
drug overdosage, it has since been found to be of much wider 
application for conditions often met in patients being nursed at home. 


The formula is based on the fact that normal cerebral function depends 

on the oxidation of glucose and that any interference with the 

underlying biochemical mechanisms can cause symptoms of mental 
disturLance. Severe infections, burns, trauma, cerebral vascular accidents, 
surgical operations and “stresses” of all kinds can be as potent as drugs 
and alcohol in causing interference with the enzyme systems responsible for 
glucose oxidation and resultant failure of return to health. 


To reverse such changes and to restore normal cerebral function, 

massive doses of the B vitamins and ascorbic acid are needed—doses 
out of all proportion to normal nutritional needs. The vitamins are used 
here not as nutrients but as potent drugs employed pharmacologically. 


Conditions Reported Responsive to Parentrovite 


The after-effects of influenza, pneumonia and other severe infections, 
Post-operative depression and confusion, 

Physical and mental disability after cerebral vascular disorders, 
Alcoholism, acute and chronic, 

Habituation to barbiturates, 

Debility with loss of memory in old people. 


Parentrovite 


PACKS: in boxes of 3 and !2 pairs. Hospital pack also available 


Standard Reference Cards with factual information on all our products now available, —_ 
Produced in accordance with the specifications of the Association of the British Pharmaceutical 
industry. Our representative will be pleased to supply you with a complete set, or write tor 


VITAMINS LIMITED, UPPER MALL, LONDON, W.6. 
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ERY THROCIN has proven its efficiency 
against coccal infections over several 
years of world-wide usage. 
ERYTHROCIN is potent; its activity is 
bactericidal. 

ERYTHROCIN Is a remarkably safe 
antibiotic. 

ERYTHROCIN acts rapidly; therapeutic 
blood levels are achieved within 30 
minutes and effective concentrations 
last for at least six hours. 
ERYTHROCIN (Erythromycin, Abbott) 
is available in a form to suit every 
patient: in film-coated tablets of 100 
mg. and 250 mg., in suspensions and 
injectable forms. 


ABBOTT LABORATORIES LIMITED 
LONDON - W.1 
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East OF IRELAND FACULTY 

At University College, Dublin, three assistant lecturers in general practice each 
deliver one lecture a year to final-year students. 

The College is collaborating with the Department of Social Medicine of Univer- 
sity College, Dublin, in developing a pilot scheme which will enable students 
during a three months’ residency in hospital to follow up patients in their own 
homes in consultation with the family doctor concerned. 


The Undergraduate Education Committee of Council 
Chairman: Richard Scott. Vice-Chairman: R. A. Murray Scott. 


Members: A. S. Boyd, V. G. Doyle, S. Freeman, W. V. Howells, L. Lamont, 
J. P. J. Little, E. A. W. Marien, O. Plowright, J. N. M. Parry, W. L. Selkirk. 


Co-opted: G. O. Barber, H. H. A. Elder, T. O. McKane, J. C. Young, J. A. H. 
Bootes and Iain Maclean (B.M.S.A. representatives). 


Ex officio: The President of the College and the Officers of Council 


IlIl._POSTGRADUATE EDUCATION 


The committee has given increasing consideration during the year to the 
postgraduate study needs of members and associates, and to the dissemina- 
tion of information about courses in all parts of the country. A short 
questionary on postgraduate education was sent to all members and asso- 
ciates in the United Kingdom and Eire with the May issue of the Journal 
of the College and about 1,000 completed forms were received at college 
headquarters by the end of June. The main purpose of the questionary was 
to discover whether the opportunities for postgraduate education were 
adequate in all parts of the country and, if not, to invite suggestions for 
improvement. The committee also wished to ascertain the amount of post- 
graduate study of all types being carried out by members and associates, 
Analysis of the replies is being undertaken on a faculty basis and it is hoped 
that the results will help in the planning of future courses. 

Details of courses arranged by universities are now published in each 
issue of the Journal of the College. The compilation of this list is dependent 
on early notice of the courses being received at college headquarters and 
the committee is grateful to the deans of medical schools and the honorary 
secretaries of faculty boards who have forwarded information. 

The Postgraduate Information Diary, containing information about 
postgraduate activities in London and the home counties, appears monthly 
under the editorship of Dr H. N. Levitt. It is sent to every member and 
associate in the London, Northern Home Counties and South-east England 
Faculties, and to others who have asked to be included in the mailing list. 


Faculty Postgraduate Educational Activities 
The number and variety of the subjects that have been discussed show 
that the strength of the College in promoting postgraduate education lies, 
as it should, in the regional organizations. 
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The Midland Faculty has been active in arranging, jointly with the 
Society of Medical Officers of Health, a conference entitled Partnership in 
Preventive Medicine, which was held in the Medical School, Birmingham 
University, on 16th and 17th July 1960. Dr E. Bulmer, Dr A. Beauchamp 
and Dr H. D. Chalke took the chair at the three sessions. The Midland 
Faculty also accepted responsibility for organizing a college conference on 
Accident Management and General Practice (see below). 

The North-west England Faculty, following the success of its symsiupom 
in 1959, held a conference on Chronic Bronchitis in General Practice in 
Manchester on roth April 1960. The chair was taken by Lord Cohen of 
Birkenhead, and the conference, open to all general practitioners in the 
area, was attended by more than 600 doctors. 

THE Prizer PostGRADUATE GRANT of £30 to each faculty has been of 
great value in enabling faculties to plan their programmes on a more 
ambitious scale than would otherwise have been possible. 


The Postgraduate Joint Advisory Committee 

Dr A. S. Bookless is chairman and Dr J. C. G. Evans hon. secretary of 
the Postgraduate Joint Advisory Committee of the four London faculties 
and the Northern Home Counties and South-east England Faculties. The 
committee, in co-operation with the British Postgraduate Medical Federa- 
tion, held a successful conference at the Eastman Dental Clinic on 7th May 
1960 on Teaching Methods in Formal Courses for the Continuing Education 
of Family Doctors. Professor Sir Francis Fraser (Director of the British 
Postgraduate Medical Federation) took the chair. All the consultants respon- 
sible for organizing courses within the area and selected representatives of 
the faculties concerned were invited to attend. Discussion took place on 
eight methods of teaching in formal courses and, with only one exception 
all were introduced by members of the College. An account of the con- 
ference is to be published in the Journal of the College. 


College Conferences 

A joint conference on Accident Management and General. Practice was 
arranged by the College, in co-operation with the British Orthopedic 
Association and the Institute of Accident Surgery, Birmingham, on 24th 
and 25th September 1960. The chairmen of the three sessions were Mr 
Norman Capener, Dr G. F. Abercrombie and Mr W. Gissane. The com- 
mittee is grateful to the board of the Midland Faculty, and particularly to Dr 
C. M. Green, for accepting responsibility for organizing this conference. 

On 20th November 1960 a conference will take place at the Wellcome 
Foundation on Mental Health and the Family Doctor, and will be part of 
the College’s contribution to World Mental Health Year. 

In future, faculties will have more opportunity to organize conferences 
on behalf of the College, in addition to those arranged by the committee 
and held in London. These conferences, made possible by the generosity of 
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the Geigy Pharmaceutical Company Ltd, may either be open to-all members 
and associates or to all general practitioners within a certain radius of the 
conference centre whether or not they belong to the College. Invitations to 
organize symposia in 1961 have been accepted by the North Midlands and 
South-west England Faculties, and a third invitation has been extended to 
Scotland. 


Upjohn Travelling Fellowships 
Interesting and original ideas were proposed as a basis for study by those 
who applied for the awards in 1960. The committee considered that many 
unsuccessful applications were well worthy of an award and those that are 
unsuccessful on one occasion may well gain an award if re-submitted in a 
subsequent year. Seventeen awards of up to {200 each were made in 1959. 


The Medical Recording Service 

The cost of running this service, now entering its third year, has again 
been met by a generous grant from Smith, Kline & French Laboratories 
Ltd, increased this year to £1,000. 

Listening circuits now comprise 280 members and associates of the College who 
regularly hear talks recorded on tape and gramophone disc. There are circuit 
members in all parts of the kingdom, in towns as well as in isolated places, e1d 
there are now several circuits working in New Zealand where a branch of the 
service has been established. ‘There are many listeners in Africa and in other parts 
of the commonwealth. It is estimated that about 900 doctors listen to circuit record- 
ings, apart from library talks for which listening figures cannot be accurately 
estimated. 

The purpose of the recording service is not only to enable college members 
to hear good talks on advances in medicine, but also to encourage them to 
meet their colleagues for regular discussion and to read their journals with 
interest and discrimination. 

An investigation in June 1959 showed that 61 per cent of listening circuit mem- 
bers were meeting their colleagues for discussion more often than previously, and 
that whereas 65 per cent had never held meetings before joining a circuit, after 
joining only 8.5 per cent still did not hold them. It was also shown that the talks 
caused listeners to look up and take interest in subjects that they had previously 
neglected. At least one of these discussion groups meets to read and discuss journals 
as well as to hear the talks. 

During the last year several other organizations, including other colleges 
of general practice, have become interested in the idea of recording talks, 
and have visited the service’s headquarters at Writtle to discuss technical 
points. It is hoped that it will be possible to exchange recordings with other 
libraries as they develop, as is already being done with New Zealand. 

Many more talks have been added to the library of recordings, which 
may be borrowed by any member or associate of the College. Titles are 
published in the Yournal of the College. These talks are in dernand for small 
local meetings and to supplement the two-monthly circuit talks. Subjects 
include general medical topics and new drugs, and some older talks have 
been brought up to date. With few exceptions, talks are specially planned 
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and commissioned. The current list includes some new kinds of recording: 

Firstly, panel discussions on tape between several speakers—one is completed and 
more are planned; secondly, a collection of short recordings of historical interest 
about the College, made by presidents and other officers as they retire—the first of 
these, including the voice of Dr William Pickles, is available; and thirdly, a com- 
monwealth exchange tape, a discussion between general practitioners in this 
country and in New Zealand has been made, and it is hoped that similar discussions 
with other commonwealth doctors can be arranged. 

The Camden Chemical Company has presented the College with a tape- 
recorder which, with copies of some of the recordings, is housed in the 
library at college headquarters. 

Drs John and Valerie Graves will be pleased to answer enquiries about 
listening circuits or library recordings, and to hear recordings made by 
other doctors. 

Co-operation with other Bodies 

The influence of the College on medical thought throughout the world 
is illustrated by the fact that the committee has received requests for 
information about the postgraduate education of general practitioners in 
the United Kingdom from the University of Leyden, the University of 
California and Western Reserve University, and from the Norwegian and 
Danish Medical Associations. The committee has also had interesting 
discussions with representatives of sister colleges in Canada and Australia. 

The work that the Postgraduate Education Committee of Council and 
the faculties of the College are able to do would not have been possible 
without the continuing interest and support of the universities, medical 
schools and hospitals throughout the country. In particular, the committee 
thanks all those distinguished members of the profession who have taken 
the chair at conferences and delivered lectures to the College and its 
faculties. 

The Postgraduate Education Committee of Council 
Chairman: G. Swift. Vice-Chairman: R. Harkness. Hon. Registrar: H. N. Levitt. 
Members: V. G. Doyle, W. S. Gardner, J. M. Hunter, W. H. Hylton, J. C. Leed- 
ham-Green, G. S. R. Little, J. P. J. Little, J. I. O’Sullivan, A. Talbot Rogers, 
G. Swapp. 
Co-opted: L. W. Batten, H. H. A. Elder, J. C. Graves, Valerie Graves, E. B. Hickson. 
Ex officio: The President of the Coilege and the Officers of Council 


IV.—RESEARCH IN GENERAL PRACTICE 


The College Research Organization 
The Research Committee of the Seventh College Council is the largest 
and most broadly based that there has been, for it has been found that 
postal discussion techniques allow larger numbers to participate without 
loss of efficiency. Dr G. L. Hindson of Monkseaton, Dr J. C. Leedham- 
Green of Southwold, and Dr H. N. Levitt of London joined the committee 
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as members of the College Council, and the committee’s powers of co- 
option were used to extend full membership to Dr E. J. Marshall (Chair- 
man of the Research Committee of the New Zealand Council), Dr J. G. 
Radford (Chairman of the Research Committee of the Australian College), 
and Dr W. R. Fraser (Chairman of the Research Committee of the Canadian 
College of General Practice). A further precedent was the co-option of Dr 
K. W. Cross of the Department of Medical Statistics, Birmingham Univer- 
sity. Dr Cross became the committee’s first non-medical member. 

Meetings of the full committee were held quarterly with intermediate 
meetings of working parties formed for specific purposes. Some of these were 
held in the provinces where the advice of members on the research register 
could be conveniently sought. A number of members joined in working- 
party discussions of this kind, and the committee benefits greatly from this 
extension of its intellectual resources. 


THE COLLEGE RESEARCH REGISTER 
Members and associates have continued to join the research register at a 
fairly steady rate and over 700 names are now recorded. A considerable 
amount of useful information has been supplied from college to people 
planning research projects during the year. 


THE CENTRAL REGISTER OF FACULTY RESEARCH 

This register is now in its third year and so far no changes have proved 
necessary either in its compilation or method of obtaining the requisite 
information. Full co-operation with the commonwealth continues as 
before. There is an increased awareness of the value of the register, and 
more enquiries for information have been received during the last year. 

Research activities of a general-practitioner nature carried out by those 
outside the College or in foreign countries have not as yet been entered in the 
Central Register of Faculty Research, but their inclusion will be considered 
as a future extension of the register when more experience has been gained. 

The register shows that, up to June this year, 53 faculty projects have 
been completed, of which 25 have been published. In addition the register 
shows that there are 45 projects in progress and 50 in the planning stage. A 
list is kept of projects which have been abandoned. 


RESEARCH COMMITTEE PUBLICATIONS 

Between Ourselves is a private journal circulated to the members and 
associates on the research register, and to certain others. 

The editorial policy approved by the Research Committee of Council is that it 
shall provide a medium for the exchange of news and views in both directions 
between those on the research register and the research committee. It brings to the 
attention of those on the research register the many projects suggested, in being, 
or completed; and it enables its recipients in their turn to propose, suggest or 
modify proposals. It contains a reasonable number of original articles in a form 
which would not necessarily satisfy the editor of the Journal of the College, but which 
contain ideas worthy of recording. Fifteen issues have now been produced. Several 
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articles have appeared this year on methods of making a practice index. Members 
on the research register are kept in close touch with the Epidemic Observation Unit. 
From the vigorous criticism and advice that the editor receives it is undoubtedly 
a widely-read publication. The editor is Dr W. G. Tait, Western Elms Lodge, 
Reading. : 

The Committee has considered the need for reference books for re- 
search workers in general practice and believes that there is a place for a 
book, or books, giving information about research. 

From time to time articles have been written for various medical journals 
but so far no suitable book has been published. The research committee 
believes that since the College was founded in 1952 considerable experience 
has been gained, and that the time is now opportune for the College to 
produce two publications: Principles of Research in General Practice would 
be useful to research workers in areas where there is no College faculty; 
Outlines of General-Practitioner Research would give guidance to research 
workers who are linked with the College and require more information 
about general organization. Provisional lists of contents for both these works 
have been drawn up and contributors for the various chapters approached. 


Tue CoL_ece STAND AT THE SCIENTIFIC EXHIBITION OF THE BRITISH 
MEDICAL ASSOCIATION 

The title of the exhibit was The Distribution of ‘Farmer’s Lung’— 

some Comparisons. The 450 returns from members and associates who took 


part in this project were mapped, and the answers to the questionaries were 
analysed. Both geographical pictures and figure diagrams were shown. 


RELATIONSHIP WITH OTHER BODIES 

Interest in general-practitioner research has been widely maintained 
during the year and the committee has worked with colleagues in many 
fields of medical research. Continued support for its work has come from 
the Medical Research Council and the British Medical Association. The 
Ministry of Health remains in close touch with the College’s epidemio- 
logical and other work. 

The Nuffield Provincial Hospitals Trust has greatly extended its support of the 
College’s work. Help has been given with the Bronchitis Study and the Diabetes 
Survey, and in November 1959 the trust offered the College a grant of £12,000 
to be spent over three years on the development of the College Records Unit. The 
research committee wishes to place on record its gratitude to the trust, not only 
for its generous financial help, but also for its interest and confidence in the com- 
mittee’s work. 

The committee’s commonwealth links have been strengthened by 
personal contacts. Dr W. A. Conolly (President of the Australian College of 
General Practitioners), Dr F. Kral (of the Canterbury Faculty, New 
Zealand) and Dr A. G. Paterson (of the Cape of Good Hope Faculty) were 
present at one meeting of the Committee. Members of the Committee have 
been visited in their homes by members of the Dutch College cf General 
Practitioners, and are kept informed of the development of the new college 
in Central Europe by Dr Robert Braun of Austria. 
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College-sponsored Investigations 
Tue SratisTicaL ADvisoRY SERVICE AND Recorps UNIT 

The support of the Nuffield Provincial Hospitals Trust has given added 
impetus to the planning of this unit, and those concerned were encouraged 
and refreshed by the conference on Records in General Practice held at 
Nottingham in September 1959. The willing collaboration of observers in 
general practice is assured, and work on the central organisation as well as 
on methods of recording and handling of statistical material continues. 

It is expected that the co-ordinating centre will be equipped to receive 
information, and that a choice of recording methods may be offered to those 
acting as observers. One alternative, using a loose-leaf book, has received 
particular attention, since this allows the doctor to maintain his own prac- 
tice index as well as contribute to the centrally organized study. 

The Classification of Disease drawn up by the research committee for 
ultimate use by the unit has aroused considerable interest. It is being tried 
out in Australia, Canada, and the United States as well as in this country. 

In its planning the committee continues to have the help of Dr K. W. 
Cross, who has advised on numerous singlehanded and group studies. 


THE EpipeMic OBSERVATION UNIT 
This unit has continued to develop its three main functions: firstly, the 


study of local or general epidemics of interesting or unusual diseases; 
secondly, the collection from family doctors of brief itemised reports about 
particular conditions they encounter which are the subjects of research by 
other doctors; and thirdly, collaboration in a variety of epidemiological 
enquiries with other organisations outside the College. 

An example of the first activity is a ‘Red Warning’ issued to all doctors on 
the Research Register. More information has also been received about a 
previous ‘Red Warning’, AB/59. 


Rep WARNING: WP/60 (BipHasic FEBRILE PNEUMONITIS) 
The following is an abbreviated summary of the clinical picture: 

From 28th January 1960 an influenza-like epidemic in young children spread 
through several villages in Dr Watson’s practice in Surrey. At least 24 cases were 
seen in three weeks. The youngest patient was aged four months: pre-school children 
were mainly affected, with a few aged six and seven years; older children and adults, 
if affected, had an afebrile coryza and cough. The incubation period was two 
days; the serial interval was usually two but sometimes three days. The infectivity 
was high; over 90 per cent of the under-fives in contact with a patient had a febrile 
illness in due course. The principal symptom was cough, which was dry at first 
and later moist but unproductive, and which became incessant at the height of fever. 
There was hoarseness at the onset in some cases, little or no headache, and no sore 
throat; a febrile delirium on the first night of high fever was not infrequent and 
vomiting occurred occasionally. Fever to 103°F. was common, while in some chil- 
dren it reached 104°F. Fever was biphasic or M-shaped in several children. Undue 
tachycardia was seen in many cases with pulse rates up to 160-180, which did not 
drop proportionately with the temperature on the second day in cases with a biphasic 
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fever. Massive crepitations in part or all of both lungs developed on the second day 
in nearly every case and cleared rapidly after the fever ceased; but there was no 
bronchospasm even in asthmatic children. The conjunctive were reddened in a 
few cases; nasal obstruction and coryza developed in many; in some the fauces 
were reddened, but there was no adenitis and no tenderness of existing tonsillar 
glands. Fever commonly lasted two to six days. The course of the illness and the 
chest signs were unaffected by penicillin or tetracycline. Acute otitis media developed 
in several children, and one adult male developed ‘post-influenzal’ lobar pneumonia 
after the minor pneumonitis contracted from his two children who had typical 
febrile attacks. There were no deaths or hospital admissions. Bacteriological and 
virological investigations were uniformly negative, and cold agglutinins were not 
demonstrable in the blood. 

In reply to this red warning 29 doctors reported having seen 430 cases 
that may have been similar, and 73 doctors reported having seen no patients 
thus affected. The positive cases came originally from eastern England, 
passing northwards to Scotland and south to London and the Home 
Counties before the disease gradually moved somewhat westwards. The 
negative reports confirmed this as the probable trend and a full report is 
being prepared. 


Rep WARNING: AB/59 

This epidemic disease of unusual type, notified last year by Dr J. Alsop 
from a general practice in the south of Birmingham, and mentioned in last 
year’s Annual Report (page 47) (The Practitioner, December 1959, 183, 
Suppl. p. 33), was found to be due to a strain of Coxsackie virus type A. 
It has been recognized again in Birmingham this year. 

By means of the voluntary notification form, now in its third year and 
which appears quarterly on the last page of each number of the college 
journal, the second principal activity of the unit has continued unabated. 
During the year three previous enquiries ceased—into pityriasis rosea, 
pernicious anemia, and old cases of farmer’s lung. Notifications are still 
invited about mew cases of farmer’s lung, congenital abnormalities in 
children of five years or under, febrile illness in a current pregnancy, 
rubella, leukemia and aplastic anemia. 


PiTyRIASIS RosEA 

During 1959 pityriasis rosea was reported by 67 doctors in the College 
who had seen 138 cases. T'he information was passed by the unit to the 
Committee for Research in General Practice of the Medical Research 
Council, through which Dr G. F. Abercrombie initiated the enquiry. He 
and Dr A. Morrison of the M.R.C. Social Medicine Research Unit are 
studying the reports and have made a preliminary analysis. Fewer patients 
began their attack of pityriasis rosea during July and August than in any 
other month of the year. 


PERNICIOUS ANEMIA 
This was the most extensive survey yet carried out by a member of the 
College, and Dr E. Scott of Ashford deserves our warmest congratulations 
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for completing and publishing his valuable report and coloured map 
(F. Coll. gen. Pract., 1960, 3, 80). Information was collected from doctors 
in 4,700 practices in Great Britain, with a total population of over 16 
million, about the prevalence of pernicious anzmia diagnosed locally by 
blood examination. Prevalence rates varied from 0.60 per thousand. The 
rates varied gradually from one county to another, the highest being in the 
north and west, the lowest in the south and east. The rate for Scotland was 
1.80 per thousand, for Wales 1.53 and for England 1.19. 


CONGENITAL ABNORMALITIES 

The drive to bring in more notifications about congenital abnormalities 
in children of five years or under bore fruit during the year, and sufficient 
reports have now been received to justify a preliminary analysis of the data. 
Notifications will continue, and a register will be compiled of those children 
already notified to the unit, so that in future the patient’s family doctor 
may be approached for further information. A number of possible develop- 
ments are being considered. Everyone is asked to continue notifying all 
fresh cases of congenital abnormalities which he encounters. 


FEBRILE ILLNESS IN PREGNANCY 

A few doctors continue to notify fresh cases as they occur, but there 
must be many members and associates in the College who have not yet 
notified even one such case to the unit. The total number of notifications 
so far received is too small for a useful analysis to be made and everyone is 
asked to be more diligent in reporting such cases. Those who do so will 
receive a short questionary to enable them to give brief details about the 
pregnancy and febrile illness; they will later be asked to give a short report 
about the condition of the child after birth. 


RUBELLA AMONG FAMILY CONTACTS 

The target of information about 500 families was reached during the 
(year and a final analysis is being made. The purpose of the enquiry was to 
measure the secondary attack rate, particularly in adult women, among 
home contacts of patients with rubella, for comparison with the rate in 
expectant mothers after treatment with gamma globulin. 


LEUKAEMIA AND APLASTIC ANAEMIA 

Information about the occurrence of these two conditions among adults 
continues to be collected for Dr Alice Stewart of Oxford, and among 
patients of all ages for Dr N. Collins (County Kerry). 


INFLUENZA IN OLD PEOPLE 

The third aspect of the unit’s work is exemplified by a new study, 
being carried out jointly with the Medical Research Council’s Committee 
for Influenza Vaccines, into the value of one inoculation of an influenza 
virus vaccine as a means of lowering the death rate among old people during 
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an influenza epidemic. The study was planned in two phases. Fourteen 
doctors completed a pilot study of the necessary records during the winter 
1959/60. They have each built up and are maintaining a register of the 
age and sex of all their National Health Service patients over the age of 65. 
In the second phase, which started on 1st October 1960, 20 doctors are 
taking part, of whom 11 have undertaken to vaccinate a high proportion 
of their patients born in or before 1895. 


CARDIOVASCULAR DISEASE IN GENERAL PRACTICE 

Discussions were begun at the request of Professor J. N. Morris and 
Dr S. L. Morrison (of the M.R.C. Social Medicine Research Unit) about 
long-term research into cardiovascular disease in general practice. 

Their object is to study the development of cardiovascular disease in relation to 
hereditary factors by means of family studies and to environmental factors among 
people living their ordinary lives. This means that the enquiry must be carried out 
in general practice, not in hospital or through a laboratory or clinic. With the help 
of an enthusiastic team of general practitioners, preferably with one of their number 
young enough to maintain continuity for 10 to 20 years, this would develop into a 
joint enquiry about the health and cardiovascular ill health of families and grand- 
families in the setting of a general practice with a population of over 10,000 in a 
town of about 30-50,000 inhabitants. The first stage of the enquiry would consist 
of case hunting among the middle-aged in the practice, searching out those with 
high blood pressure, with a history of coronary thrombosis or rheumatic carditis 
and other cardiovascular diseases. The next stage would be to search tie whole 
sibship of such patients, going beyond their immediate relatives, wives and children, 
uncles and aunts, to the more distant blood relations as far as these could be traced 
in the locality. The primary object of this research would be to look for hereditary 
factors, which might produce a high incidence of cardiovascular disease in some 
sibs, and for occupational or environmental factors, which might cut across many 
different family groups. 

Doctors in any partnership or group practice who might be interested 
in such an enquiry are asked to communicate with the Director of the 
Epidemic Observation Unit, who will supply further information. 


THe NATIONAL MorsipDiTy SURVEY 
Publication of the second part of the report of the National Morbidity 
Survey took place in the summer and drafting of the third volume, entitled 
Disease in General Practice, has been completed. This clinical interpretation 
of the tabulations in both preceding volumes was written by members of 
the College who had taken part in the survey. 


THE RETIREMENT Morsipity Stupy 
The analysis of questionaries completed by members of the College 
relating to the morbidity experienced by men in the retirement years is 
being carried out by the General Register Office. 


THE CHRONIC BRONCHITIS STUDY 
Part I of this study has been completed and is being written up. 
As will be recalled, this was an investigation into the prevalence of chronic bron- 
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chitis in persons aged 40 to 60 years. Nearly 100 members took part. Patients in 
their practices, in this age group, were selected at random with the help and co- 
operation of the many executive councils involved. The selected patients were seen 
by the doctors who completed a specially prepared questionary for each person. 
This questionary was designed to pick out those with features of chronic bronchitis 
and to correlate these with other medico-social factors. Nearly 2,000 questionaries 
have been analysed by Professor D. D. Reid’s department at the London School of 
Hygiene and a series of reports will be published shortly. 

Part II of the study is designed to assess the proportion of patients 
with acute chest infections who eventually develop clinical features of 
chronic bronchitis. 

Nearly 150 members are participating in this project. During the past winter 
records were kept on prepared cards of all patients between 40 and 60 years of age 
who suffered from an acute chest infection (defined as those with fever over 100°F., 
abnormal physical signs in the chest and a purulent sputum). Similar records will 
be kept next winter (1960-1). These patients will be followed up for the next five 
to ten years and their course will be compared with those collected at random in 
the first study. Recorder: Dr John Fry. 


THE EpiLepsy SURVEY 
It was decided to write two papers from the vast amount of material 
collected on this survey. The first paper deals with the statistical side of 
the problem (Brit. med. 7., 1960, 2, 416). The second paper will deal with 
the clinical aspects of the disorder, and will not be in print for some time. 


Recorder: Dr C. A. H. Watts. 


THe DiaBeTes SURVEY 

Grants from the Nuffield Provincial Hospitals Trust of £1,300 and from 
the British Diabetic Association of {200 have made it possible to initiate 
this survey. The ten practitioners participating began the mass testing of 
the patients in their practices in February 1960.. The method was described 
in the Journal of the College of General Practitioners (1959, 2, 189). The 
clinical evaluation of all patients with glycosuria is being carried out at the 
General Hospital, Birmingham. It is anticipated that the field work will 
require at least 12 months for its completion. 

The main immediate aims of the survey are to establish: (a) The age and 
sex incidence of diabetes, known and previously undiscovered, in a known 
population; (b) the age and sex incidence of non-diabetic glycosuria in a 
known population; (c) the most economical way to conduct future surveys 
where the uncovering of previously undiagnosed diabetes is the main aim. 

Follow-up studies of the glycosuric patients will continue after this initial 
survey. Recorder: Dr D. L. Crombie. 


ASTHMA IN CHILDHOOD 
This study is now in its fifth year. Participants have high hopes of 
continuing for ten years but this is a long time to maintain enthusiasm. 
Just under two thirds of the 207 registered children have been reported 
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on in the last year. Some of the remaining third have emigrated or moved 
without trace, but most of them have not been reported on in spite of 
requests from the recorder to their doctors. It is encouraging, however, 
to see the regular reports from so many of the doctors. In the last year 
several reports have been received from doctors to whom the children have 
changed, usually when they have moved from one area to another. The blue 
cards inserted in the medical record envelopes for this purpose are proving 
their worth. A report will be prepared on the progress of the children 
during the first five years of the study. This should be published at the 
end of next year. Recorder: Dr G. M. T. Tate. 


Pernicious AN2EMIA STuDY 

An article, Prevalence of Pernicious Anaemia in Great Britain, was pub- 
lished in the Fournal of the College of General Practitioners (1960, 3, 80). 
Certain aspects of this have been and are being explored. Firstly the 
relation of pernicious anzmia in the later age groups with malnutrition in 
adolescence and early adult life. This has been attempted by comparing the 
prevalence of pernicious anemia at the present time with unemployment 
statistics for the 1930s. Secondly the connection between the figures of 
prevalence of pernicious anemia with mortality figures for carcinoma of the 
stomach in the same cases and at the same time. These studies support the 
theory that pernicious anzmia is likely to follow iron-deficiency anzmia 
due to malnutrition and also provides evidence that pernicious anemia and 
carcinoma of the stomach have a definite association, the diseases following 
a similar distribution geographically. It does not seem feasible to approach 
closer to the problem with the facts that we possess. 

It is felt that this survey should be repeated in five or ten years’ time 
(certainly so far as England is concerned). A rising standard of nourishment 
and general living should show a diminution in prevalence if the mal- 
nutrition theory is correct. Recorder: Dr E. Scott. 


THE ‘FARMER’s LUNG’ SURVEY 

This survey started with a number of objectives—perhaps too many. 
They included a measurement of the size of the whole problem in the United 
Kingdom, a comparison of prevalence in three specified areas, a delineation 
of the clinical picture as seen in general practice, and the collection of 
evidence upon the industrial history of the patients and the sources of the 
causative dust, so that a case might be presented for this disease to be 
included among the Scheduled Industrial Diseases. 

The first and second objectives have been attained. The results have 
confirmed the putative beliefs by various authors of western preponderance. 
Figures bearing on the comparative distribution of the disease formed the 
basis of the college stand at the British Medical Association’s Scientific 
Exhibition in June 1960 at Torquay. A prevalenc> figure has been calculated 
(fer a population of more than 1,200,000) as 2.3 per 100,000 per year. 
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A great deal of evidence has been collected towards the fourth objective 
119 case records so far received, 115 cases originated on farms, but at the 
time of writing it is not yet possible to judge the degree of success attained. 

As to the third objective—the clinical picture—the results are less com- 
plete. Further case notes, especially of new cases, are still needed. A sharp 
pen-picture of the disease should emerge from the efforts of the many 


contributors. 

Four hundred and fifty members and associates have contributed. All 
these contributions have been useful, and every practitioner has added 
something to the total. Recorder: Dr F. H. Staines. 


THE HYPERTENSION STUDY 

The working party which was set up to consider this project met towards 
the end of 1959 to consider the future of the research. As a result of the 
appeal for volunteers 40 names were obtained, but it was considered that this 
number was insufficient to carry out a prolonged large-scale investigation. 
In addition, much of the information comparing treated and untreated cases 
had been obtained elsewhere and published. In view of these facts, it was 
reluctantly decided to abandon the project at present. 

Various suggestions for similar short-term studies of one or more aspects 
of hypertension were considered by the working party, but unanimous 
agreement could not be reached by the working party on any one of these. 
It was decided that the study should lie in abeyance unless some new ideas 
were brought forward. Recorder: Dr D. Wheatley. 


THE PRESCRIBING STUDY 

Well before the report of the Hinchliffe Committee plans were being 
made for a study into prescribing by general practitioners, including the 
broader issues of therapy of different kinds. It was felt that so little was 
known about the subject that, as a first step, it was necessary td correlate 
the prescription with: (1) the diagnosis made by the doctor; (2) the patient — 
age, sex, social class and occupation, previous history and family history; 
(3) the doctor—his age, sex, year of qualification and other factors such as the 
site and size of his practice. 

The working party has been meeting to complete the methods of recording 
the information and to assess the results of a pilot trial. Recorder: Dr J. Fry. 


Tue TONSILLECTOMY STuDY 

The pilot survey of the Tonsillectomy Study was completed on 1st June 
1960, having lasted 12 months. The forms are being collected by a working 
party consisting of Mr James Littlejohn (ear, nose and throat surgeon), 
Drs S. Long and J. Z. Garson; a report will be furnished to the research 
committee. It is hoped that inter alia the following points might be clarified 
by this survey: (1) The measure of agreement, or otherwise, that exists 
between general practitioners and ear, nose and throat surgeons on the 
indications for tonsillectomy and/or adenoidectomy. (2) The time interval 





32 SUPPLEMENT TO THE PRACTITIONER 


between acceptance for operation and the operation. (3) This time interval 
might be of value in providing an acceptable control group of children 
awaiting operation. (4) Possibly this time lapse might be made use of by some 
doctors for a trial of long-term sub-therapeutic doses of penicillin by mouth. 
Recorder: Dr J. Z. Garson. 


THE CaNceR Stupy Group 

The initial meeting of the Cancer Study Group and Working Party 
of the Research Committee of Council was held in Birmingham on the rst 
May 1960. Dr R. A. Murray Scott was appointed chairman. The terms of 
reference are ‘to study and investigate those aspects of cancer with which 
the family doctor is concerned’. The Council of the College had given 
permission for this study group to be formed in 1958, but owing to un- 
expected difficulties an earlier meeting had not been possible. The study 
group has produced a draft record card for use in basic recording in general 
practice, and investigation of methods of improving this are continuing. 

The study group is considering a proposal concerning the possible 
association between previous infections of the lung and the development of 
lung cancer. The natural history of untreated cancer is under review, and 
it is agreed that family doctors are the people who can best record the 
study of such cases. Other items under consideration are the results of 
hormone treatment, possible approaches to improvement in cancer diagnosis, 
and cancer education. The recorder represents the College on the new 
Cancer Education Committee of the Central Council for Health Education. 
Recorder: Dr W. G. Tait. 


Faculty-sponsored Investigations 
Ideas and plans for research continue to reach the Research Committee 
of Council from faculty research committees. The trend over the years has 
been a constant slight increase in the number of projects suggested. 
The following investigations have been sponsored by faculties of the 
College: 
West Lonpon Facutty: Survey of menstrual histories. 


SouTH-EAST ENGLAND Facu.ty: Dietetic treatment of eclamptic toxemia. An enquiry 
into puerperal depression. 


‘THAMES VALLEY FAcuLTy: Hospital outpatient referral survey. 


NorTHERN Home Counties Facutty: Prednisone in Bells’ Palsy (completed). Peri- 
ungual fissures. 


East ANGLIA FacuL_ty: Treatment of acute retention (pilot survey completed). 
Home accidents. 


SouTH-wEsT ENGLAND Facutty: Farmer’s Lung survey. 

MIDLAND Facutty: Diabetes survey. 

Nortu Mip.anps Facuity: How far is the general practitioner a family doctor? 
MERSEYSIDE AND NorTH WALES Facutty: Ear infections. 


YorksHirRE Facuity: Epidemiology of acute appendicitis (completed). Toxaemia of 
pregnancy. 
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NorTH-EAST ENGLAND SurRvEY: Household staphylococcal survey. 

NortH-west ENGLAND Facutty: The incidence and some of the etiological factors 
of abortion (completed). 

West oF SCOTLAND Facutty: Incidence of neurosis in general practice. 

SouTH-East SCOTLAND Facutty: Family staphylococcal infections enquiry. Acute 
respiratory infections. Epilepsy. 

NoRTH-EAST SCOTLAND Facu.ty: Family history of pernicious anemia in Aberdeen- 
shire (completed). 

West oF IRELAND Facutty: Perinatal mortality survey (compieted). 

AUCKLAND Facu.ty: Use of an immunization record card for children. 

WELLINGTON FacuLty: Gastro-enteritis survey (completed). Glandular fever survey 
(completed). Notification of non-notifiable diseases. 

CANTERBURY FacuLty: Investigation of normal flora of oral cavity (completed). 
Epidemiology of staphylococcal infections and value of vaccine (completed). 


Individually Sponsored Investigations 
IscH4@MIC HEART DISEASE 
Dr A. McInnes, of Northants, began the planning of this project in 
1958. A pilot study will precede the main investigation. Patients with 
ischemic heart disease will be offered a diet which, by altering the type 
of fat consumed, lowers blood cholesterol levels. The incidence of fresh 
episodes in these patients and their life expectancy will be observed and 


compared with a control series. 

Following an invitation in Between Ourselves 21 members on the 
research register offered to take part in Dr McInnes’s study, but if the 
target of 800 patients is to be reached more help is needed. Practitioners 
who believe that diet adjustment will benefit their patients will keep records 
similar to those of doctors who do not prescribe dietary regimes. Consistent 
methods of recording are essential. Members of the College who wish to 
join Dr McInnes in this study are asked to get in touch with the honorary 
secretary of the Research Committee of Council. 

MIGRAINE SURVEY 

Dr M. T. Sweetnam, of Stoke-on-Trent, has been carrying out a migraine 
survey, to be divided into three parts. First is a survey into the incidence 
of migraine in a factory population; this has now been completed. Second 
is a questionary sent to all members on the Research Register of the College, 
asking them to give their impressions of the incidence of migraine in their 
practice, how they treat it, and whether they refer such cases to consultants; 
the questionaries have been nearly all returned, and details are being 
studied. The third part of the project is a short summary of what is being 
done for migraine in clinics in this country. This work was carried out last 
autumn through the provision of an Upjohn fellowship. 


Therapeutic Research 
During the year a review was made of the first seven years of college 
activity in the field of therapeutic research. Broadly speaking, there are two 
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main problems—the critical examination of new agents and the re-examina- 
tion of established agents. It is, perhaps, worth recalling that the first collec- 
tive enquiry carried out by the College was a trial of the second type—the 
measles enquiry into the value of sulphonamide prophylaxis for the bacterial 
complications of measles, the planning of which began in March 1953. 
The first request for a trial of a new agent was made early in 1954, and the 
drug in question is now marketed as a well known analgesic. The first offer 
of drugs for trial by the College was for a brand of benzathine penicillin 
te be used in the measles investigation. In 1954 came also the first evidence 
that members and associates of the College were already heavily committed, 
individually, to therapeutic research: when one company submitted a list 
of 105 doctors who had offered to take part in their clinical trials in general 
practice, it was found that, of these, 86 were members and associates of the 
College. Throughout the seven years of college interest in such research, a 
distinction has always been made between college activity and that of 
individuals and local groups acting on their own 


THE SHAPING OF PoLicy 

At a meeting of the Research Committee of Council on 20th November 
1954 a memorandum was presented On the policy by -vhich the College should 
be guided in its dealings with firms manufacturing or marketing drugs. In this 
it was pointed out that there were three interests to be served: that of the 
patient, the firm making or marketing the drug, and the College. The aim of 


the College in any trials which are undertaken must be to help to determine 
as quickly as possible the scientific and rational uses of drugs for the benefit 
of patients. The aim of the manufacturers is to find and make the most 
saleable drugs, using the benefit to patients as a means of promoting his 
sales. While many courses open to the College were outlined, it was stressed 
that the College must not become involved in secret investigations for a 
particular firm of a substance also marketed by other firms, and that the name 
to be used for any drug or preparation tested in a college-sponsored investi- 
gation should be its proper pharmaceutical name. Council should require to 
see and approve any report or advertiser-ent in which the name of the 
College, or the results of a college-sponsored enquiry, was used for 
advertising or trade purposes. Early in 1954 two other opportunities were 
taken to discuss matters which might affect the policy of the College with 
regard to therapeutic trials. The first was a meeting at the invitation of the 
Chairman of the Central Ethical Committee of the British Medical Associa- 
tion, which was attended by the Chairman and Vice-chairman of the Research 
Committee of Council. The second was an informal meeting between 
Dr F. H. K. Green and Dr Brandon Lush of the Medical Research Council 
and the Chairman and Vice-chairman of the Research Committee of Councii. 


LEGAL CONSIDERATIONS 
During all these early considerations of the general problem, particular 
attention was given to the method of control by which the therapeutic 
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action of old or new agents could properly be tested in college-sponsored 
enquiries. The legal problem was put to the college solicitor and was dis- 
cussed by him in a letter to the Chairman of the Research Committee of 
Council, dated 17th June 1954. The following is a passage from that letter: 
‘It is the duty of a doctor to act only in what he considers to be the best interests 
of each individual patient and in my view he ought not in relation to any par- 
ticular patient to regulate his treatment according to any other consideration, 
unless with the express knowledge and approval of his patient. . . . Where there 
is a recognized and reasonably effective method of treatment, I think that a 
general practitioner would run a risk in employing an unrecognized treatment 
of comparatively unknown effect, whether in substitution for or in addition to 
the recognized treatment. There is no objection to the new treatment being used 
in addition to the recognized treatment, if the doctor is satisfied that the effec- 
tiveness of the recognized treatment will not be impaired and the only question 
is whether he will get better results or merely the same’. 


THE DEMAND 

Before discussing future developments of college policy, it may be help- 
ful if further information is given about the approaches made by drug 
firms to the College and about the amount of interest which has been 
expressed in therapeutic research by college members. Since the founda- 
tion of the research committee, up till July 1960, there were 38 applications 
from pharmaceutical firms for help with therapeutic research. The number 
has risen each year. In 1954 doctors on the Research Register of the Colteges 
were invited through the Research Newsletter to join a Therapeutic Trials 
Register if they were interested in this type of work. 66 doctors offered 
then to take part in therapeutic trials and a further 12 joined in 1956. 
83 other members or associates of the College, whose names are not. on the 
Therapeutic Trials Register, are known to have taken part in clinical trials, 
making a total of 161 doctors in the College who have shown an interest 
in therapeutic research. In November 1959 an opportunity was taken by 
the chairman and others of the research committee to meet informally the 
office bearers of the Association of British Pharmaceutical Industry for a 
discussion of problems of mutual interest. 

When the type of agent offered for trial and the purpose for which it 
was to be used was considered, five categories could be distinguished. These 
varied according to whether the agent was ‘old’ (an established or accredited 
remedy), a ‘better’ agent (an improvement on established or accredited 
remedies), or ‘new’ (not related to established or accredited remedies). And 
the purposes for which the agents were prepared could be classified as ‘old’ 
(familiar diseases or conditions for which one or more accredited remedies 
already existed), or ‘new’ (a disease or condition for which no satisfactory 
accredited remedy or line of treatment exists). Therapeutic trials may 
therefore be categorized thus: (1) the trial of old remedies for old purposes, 
(2) the trial of old remedies for new purposes, (3) the trial of better remedies 
for old purposes, (4) the trial of better remedies for new purposes, and (5) the 
trial of new remedies for new purposes. So far, college-sponsored enquiries 
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have beer carried out in each of the first four categories but no college trial 
has fallen into the fifth category. 


FACILITATION 

When the help of the College is invited to facilitate a therapeutic trial 
of any agent in general practice by bringing it to the notice of doctors on the 
Therapeutic Trials Register of the College, apart from requesting the full 
details of the pharmacology and toxicity of the drug or appliance, four 
particular questions are now always asked: What is not yet clear about the 
action of the agent to be tested? Why must the agent be tested in general practice 
as opposed to hospital or clinical practice? By what end-point is the effect of the 
remedy to be judged? Against what controls is the agent to be tested? In many 
proposals put up to the College, a great deal already seems to be known 
about the agent offered for testing, and it sometimes appears that the 
only reason for approaching the College is to try and get another article 
published in which the name of the agent is mentioned. In several instances 
it appeared that the agent could much better be tested in a hospital or out- 
patient cli-1ic, rather than in general practice. 


THE FUTURE 

A lot has been learned through the process of facilitating therapeutic 
trials for pharmaceutical firms, and a strong case can be made now for ending 
this procedure. Two alternatives for the future remain open. Either the 
College could cease this type of research and plan and organize its own 
therapeutic trials through its own Therapeutic Research Unit, or it should 
share with other academic bodies the planning and prosecution of therapeutic 
research on a national or regional basis. Assuming that the College cannot 
now withdraw from the further consideration of therapeutic research, it 
should encourage other medical and pharmaceutical bodies to join with it in 
forming a study group, preferably on a United Kingdom scale with com- 
monwealth links, to examine problems of mutual interest. 

If therapeutic research is ultimately organized on a national scale, and 
perhaps even if the College runs its own therapeutic research unit, there 
will be an urgent need for research laboratories equipped and authorized to 
receive requests for laboratory help with research direct from doctors in 
general or hospital practice. As well as being responsible for the evaluation 
of therapeutic agents, any national therapeutic research unit should also be 
able to collect and pass on information about drug usage to the pharma- 
ceutical industry, if that is required. The study group should also consider 
how best to publish an independent Fournal of Therapeutic Research, either 
in connection with or separate from a Therapeutic Research Unit. As far as. 
participation by the College is concerned in the work of such a study group, 
there will continue to be needed a list of general practitioners who are 
prepared to help in therapeutic trials. The College must continue to accept 
and exercise its responsibility for deciding what therapeutic research can 
do, and what should not be attempted in general practice. 
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The College Research Foundation 


For more than a year the Research Committee of Council haz been con- 
sidering how the amount and quality of research work carried ov‘ by family 
doctors could be co-ordinated and increased. A sub-committee was ap- 
pointed in 1958 to examine in detail the financial and other requirements for 
such an expansion. Its report was adopted at a meeting of ine research 
committee on 12th December 1959, and the following recommendations 
were presented to Council in the light of the sub-committee’s conclusion. 


PRESENT POSITION 

Many members and associates of the College have engaged in research enquiries 
which they conceived, planned and carried out single-handed or in partnership 
without assistance from the College. A small but increasing number are asking for 
guidance or help through the research committees of council or of the faculties. 
Very few family doctors have ever planned and completed any collective enquiries, 
apart from those organized by the College. This is the particular type of research 
which has brought the College into academic prominence. 

If the College is to achieve its aim of furthering research in general practice, 
the Research Committee of Council must necessarily give a share of its time to 
improving, advising, planning, sifting, and scrutinizing college as well as individual 
research projects. The organization of medical research is time-consuming; at 
present collective enquiries in general practice may take several months or even 
years to prepare, since the work is done voluntarily by family doctors in their spare 
time; the same applies to writing the reports. Some of this work is done by the 
proposers or recorders of special enquiries, but on the research committees of 
faculties and, particularly, on the Research Committee of Council, the load is so 
heavy that it is doubtful whether any further increase in such work is possible 
without reorganizing the structure. Any such reorganization should also permit 
the development of various pressing research projects which suggest themselves 
and are being suggested by others, in order to continue to raise the standard of 
research throughout the College. 


Neeps WHicH Have Bren DEFINED 

The greatest single need of those who promote the organization of research in 
general practice is time for thought and for meeting others engaged in similar 
work, While time is the main limiting factor, more cannot be given on a voluntary 
basis by those whose contribution is already greatest without damaging their 
personal and practice responsibilities. 

Unlike those of any other committee of Council, the terms of reference of the 
research committee charge it with both advisory and executive functions. To a less 
extent the same is true of the research committees of faculty boards. The research 
committee believes that there is a need to separate these two functions. The advisory 
function should be retained but the executive should be expanded and re-cast in 
the form of one or more Research Units. These units would, in the initial stages, 
deal with the four existing branches of work carried out at present by members of 
the research committee—statistics, therapeutics, epidemiology and reference. Each 
of these units should be under the executive control of a director, who would be 
in general practice but might not be, or have been, a member of Council. Each 
director would, however, be a co-opted or ex officio member of the Research Com- 
mittee of Council. Each unit would acquire junior medical or other staff when 
required and authorized, as its capacity for work increased. 

In order to fulfil its primary purpose of improving the quantity and quality of 
research carried out by members of the College, Council has agreed in principle 
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to the setting up of a Research Foundation, which would hold money on trust from 
which it could award grants, scholarships, prizes or other payments to members 
of the College for research purposes. These ideas are still being developed and a 
special committee of Council has been set up to give them further consideration. 


The Research Committee of Council 


Chairman: R. J. F. H. Pinsent. Vice-Chairman: G. 1. Watson (Director, Epidemic 
Observation Unit). Hon. Secretary: D. L. Crombie. Hon. Asst. Secretary: 
E. A. W. Marien. 

Hon. Registrar: Beatrice Watts. Editor, Between Ourselves: W. G. Tait. 

Members: A. S. Boyd, G. H. Clement, J. Fry, G. L. Hindson, J. S. Leedham- 
Green, H. N. Levitt, R. A. Murray-Scott. 

Co-opted: K. W. Cross, E. V. Kuenssberg, W. J. H. Lord, F. H. Staines, P. A. 
Walford, W. R. Frazer, E. J. Marshall, J. G. Radford. 

Ex officio: The President of the College and the Officers of Council. 


V.—THE BOARD OF CENSORS 


The Board of Censors met 6 times during the year, and recommended 
to Council for admission to membership 259 candidates, 69 of whom were 
from overseas. Former associates numbering 64, of whom 13 were foundation 
associates, were also recommended for membership. 

The board carefully scrutinized all applications for membership and 
demanded a high standard of performance and attainment. Interviews 
were conducted in all instances in which the information concerning a 
candidate was considered to be inadequate. This made necessary the division 
of the board into separate interviewing bodies, which in turn created 
demands for accommodation; and this, added to the needs of other com- 
mittees meeting at the same time, proved occasionally to be greater than 
could be met by the number of rooms available at college headquarters. 

That a large proportion of candidates was accepted speaks for the excellent 
quality of those who at present seek membership of the College, presumably 
because those who would enter are those who see medicine as a vocation 
and who try to maintain high standards. 

A new form of application for corresponding associates has been drafted. 
Guidance notes for sponsors have been prepared so that those without 
experience of sponsoring will know what facts and opinions will be of 
greatest help to the board. 


The Board of Censors 
Chairman: J. M. Henderson. Vice-Chairman: R. M. S. McConaghey. Hon. 
Secretary: J. F. Burdon. 


Members: S. Freeman, I. D. Grant, R. Harkness, W. V. Howells, W. H. Hylton, 
J. C. Leedham-Green, G. S. R. Little, J. P. J. Little, J. N. M. Parry, F. M. 
Rose, R. A. Murray Scott, R. Scott. 


Ex Officio: The President of the College and the Officers of Council. 
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the prophylaxis and treatment of skin lesions. In the 
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now prescribable on 


Carbonet, the original Water Soluble Base Dressing, which has been used 
with increasing success in hospitals for 3 years, is now in the Drug Tariff 
and can be prescribed on form E.C.10. 

Carbonet is now being supplied in a significantly improved form. 
Improved Carbonet is made from multi-filament rayon gauze of finer mesh. 
This is smoother and free from the stray fibrils found in the weave of 
cotton-mesh dressings. These fibrils sometimes adhere to granulation 
tissue causing trauma when the dressing is removed. 


A magnified picture of the cotton mesh Shown on the same scale, the new 
fabric originally used for Carbonet, multi-filament rayon gauze of improved 
and now customarily used for paraffin Carbonet has a finer, more even and 
gauze and similar dressings. smoother weave. No long fibrils are seen. 


Improved Carbonet is impregnated with polyethylene glycol mass which is 
non-greasy and less sticky than soft paraffin. Any residue is easily removed 
with water. Being hydrophilic, Carbonet discourages maceration, keeps 
the wound clean and permits natural healing. 
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VI.—_THE AWARDS COMMITTEE 

Changes in office have introduced two new members to the committee— 
K. M. Foster and L. Lamont. Only two essays on The Child is Father of the 
Man were submitted for the Butterworth Gold Medal, 1959, which was won 
by T. E. T. Weston, an associate, of Stanhope Street, London, N.W.1 
(7. Coll. gen. Pract., 1960, 3, 160). The subject approved for 1960 is 
Television and Health. On behalf of Benger Laboratories Limited, the 
38 entries in their competition, Original Observations in General Practice, 
were adjudicated and the three prize-winners selected. 

L. W. Batten, past Provost of the North London Faculty, has accepted 
Council's invitation to give the James Mackenzie lecture in 1960, and has 
chosen as his title The Medical Adviser. 

On the subject of admission to membership, the committee recommended 
that each new member should be invited to attend the next convenient 
meeting of his faculty, to be welcomed officially and to sign the roll con- 
firming his obligations as a member of the College; and that the form of 
words should be ‘I, (name), will uphold and prumote the aims of the College 
as best I can, and will continue approved postgraduate study as long as I am 
in general practice’. 

Discussion of detail of the college coat of arms continues. 


The Awards Committee of Council 

Chairman: G. F. Abercombie. Hon. Secretary: R. Scott (Chairman of Under- 
graduate Education Committee of Council). 

Members: K. M. Foster (Vice-Chairman of Council), Annis C. Gillie (Chairman 
of Council), H. L. Glyn Hughes (Hon. Treasurer ‘of Council), J. H. Hunt 
(Hon. Secretary of Council), L. Lamont (Chairman of Scottish Council), 
R. M. S. McConaghey (Editor of the Journal of the College), R. J. F. H. 
Pinsent (Chairman of Research Committee of Council), G. Swift (Chairman 
of Postgraduate Education Committee of Council). 


Vil.—_THE PRACTICE EQUIPMENT AND PREMISES COMMITTEE 


The Practice Equipment and Premises Committee has. met four times 
in the year under review. It has continued to collect descriptions of, practices 
and has produced a summary card for patients’ records. In addition, it has 
reported back on a variety of subjects and objects referred to it by Council. 

Congratulations were tendered to Lord Taylor of Harlow or his élevation 
to the peerage, and the committee received his resignation ‘with regret. 
It is most grateful to him for having given so much time to college affairs 
and for his promise to allow the College to draw on his invaluable -kiiowledge 
in the future. 

The Practice Equipment and Premises Room at college headquarters now 
houses about 70 descriptions of practices collected from all parts of the 
country. The aim is to make a collection of about 100 and, with the passage 
of time, replace some of these with fresh ones of recently completed premises. 
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They are proving of great value and are consulted by many practitioners 
contemplating building new premises or making alterations. A debt of 
gratitude is owed to the faculty correspondents who have collected these 
descriptions and the practitioners who have completed them. 

It was considered, as patients’ records become more voluminous, that a 
single card containing a summary in a standard form would be of value. A 
card was designed, and about 60 practitioners carried out a trial use of it. 
Their comments were studied and used in the design of the College Summary 
Card which was published with the May 1960 issue of the Fournal of the 
College. Again the committee must thank the members who gave so much 
of their time and thought to trying out the card. 

There is a demonstration at college headquarters of Simple aids in the 
home for use by the pnysically handicapped. This was provided by Dr I. H. M. 
Curwen and Miss C. Bearup, of the Royal Surrey County Hospital, Guild- 
ford, to whom thanks are duc. It has stimulated much interest and comment. 


The Practice Equipment and Premises Committee of Councti 
Chairman: J. C. T. Sanctuary. Hon. Secretary: G. S. Adams. 
Members: J. M. Hunter, A. Talbot Rogers, G. Swift. Co-opted: R. P. C. Handfield- 
Jones, P. A. Walford. 
Ex Officio: The President of the College and the Officers of Council. 


VIll.—_THE CRITERIA COMMITTEE 

The Criteria Committee has met once since the 1959 Annual General 
Meeting of the College. In view of the decision reached at this meeting 
(opposing, by a small margin, examination for membership) the committee 
decided not to hold any further meetings unless the Council particularly 
requested it. 

The Criteria Committee of Council 
Chairman: K. M. Foster. Vice-Chairman: G. Swift. Hon. Secretary: W. S. Gardner. 
Members: 1. D. Grant, J. P. Henderson, R. M.S. McConaghey, R. J. F. H. Pinsent, 
F. M. Rose, R. Scott, W. G. Tait. 

Ex Officio: The President of the College and the Officers of Council. 


IX.—THE COLLEGE APPEAL 


In 1959 it was apparent that if the progress of the College, in its various 
spheres of activity, was to be maintained, an appeal to the general public 
had become a necessity. In planning and launching the appeal the College 
received invaluable advice and assistance from Sir Harry Jephcott, and it 
was largely due to his efforts that the initial results were so satisfactory. 
A brochure was prepared which outlined the ideals of the College and the 
aims and objects of the appeal. A charming foreword was written for this 
by Sir Arthur Bryant. 

The objective of the appeal is to raise a sum of £1 million for the following 


purposes: 





COLLEGE OF GENERAL PRACTITIONERS 4l 


1. To establish a research foundation. Research is a major activity of the College 
at all levels. It is progressing rapidly but without adequate finance is bound to be 
retarded. 


2. To build and equip a permanent home. College headquarters is held on a lease, 
and it is already evident that with the increasing work and stature of the College 
a larger and permanent home will become a necessity in the near future. 


3. To develop the College's educational activities, both undergraduate and post- 
graduate. Much has already been done in the field of education, but development 
cannot proceed without additional financial help. 

The appeal began in November 1959 by an approach to all members 
and associates, and by the personal help of the sponsors and others. It was 
launched publicly on 4th March 1960. To date a sum of £330,000 has been 
received, and towards this total members and associates of the College have 
contributed over £20,000. 

The first approaches all emanated from college headquarters but it is 
proposed to make a second major effort in October 1960, and in this phase 
to rely very largely on the faculties throughout the country who, with their 
local knowledge and close association with the community, can follow up 
some approaches and initiate others. 

A start has already been made with the planning of the research founda- 
tion, so that this side of college activity, so important to the welfare of the 
country, will not be delayed in development. 

The appeal committee intends to pursue its efforts until the College 
is in a sound financial position and able to carry out its aims and ideals. 


The Appeal Committee of Council 
Chairman: H. L. Glyn Hughes. Hon. Secretary: R. Cove-Smith. 


Members: G. F. Abercrombie, Annis Gillie, I. D. Grant, R. Harkness, J. H. Hunt, 
H. N. Levitt, G. S. R. Little, R. J. F. H. Pinsent, G. I. Watson. 


Co-opted: Ancrum Evans, Commander A. E. P. Doran, Sir Harry Jephcott, 
F. H. J. Wileman. 


X.—THE LIBRARY COMMITTEE 

The most notable change in the library service in the last year has 
been the gift of £750 annually for the next three years from John Wyeth 
and Brother Ltd. This gift is specifically to finance a photo-copying service 
by which any member or associate of the College may obtain a copy of any 
medical paper he may require for his own use. The College also received 
from the Claire Wand Fund of the British Medical Association a gift 
of {25 for the purchase of books. In the two years before it received 
these gifts the library had no money. The Library Committee welcomes this 
opportunity of expressing its gratitude to the donors. 

Mrs Rosemary Rabé, A.L.A., joined the staff of the College as professional 
librarian (part-time) on 1st June 1960. She has had much experience both of 
medical and other libraries. For the last seven years she was in charge of the 
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library at the National Institute of Industrial Psychology. The library 
service has been greatly helped by Mr John Thornton, A.L.A., Librarian 
to St. Bartholomew’s Hospital, London; he recently prepared a memor- 
andum about the future development of the service, which is proving 
very valuable. We are also much indebted to Mrs Barbara Grainger Taylor, 
who worked voluntarily in the library throughout the winter. 


The Photo-copying Service 

It is now possible for any member or associate of the College to be 
supplied with a photograph of any paper on a medical subject which he 
requires for his own use. Small parts of books can be similarly reproduced. 
Applications should be made to the Librarian, 41 Cadogan Gardens, 
London, S.W.3. It is of the greatest importance that details of the work 
required should be accurate. 

A number of books has been purchased in the last six months. These 
are in the narrow categories laid down for this library and had hitherto 
proved unobtainable by gift. A list of these books was published in the 
Journal of the College for August (1960, 3, 349). 


Gifts 
The library has continued to receive a steady flow of gifts since the 
publication of the last list in the Journal for May (1960, 2, 224). 


Among the most interesting have been the minutes of all the meetings of the 
Australian Council of the College and of the New South Wales Faculty which were 
held before the inception of the Australian College (presented by Dr. H. M. Saxby 
on behalf of the Council of the Australian College) and papers by and about Sir 
James Mackenzie (presented by Sir John Parkinson). Dr. N. A. Sprott, who 
recently retired from private practice in Hampstead, London, has bequeathed to 
the College the complete collection of his case-notes, kept with great precision over 
a period of 25 years. A fine 19th-century bookcase was presented to the library 
by Dr Bertha Turner. 

The committee is most grateful for these gifts. 


Contemporary Case-notes 

The Librarian of the Wellcome Historical Medical Library suggested that 
the College should make a small collection of general practitioners’ case- 
records of the present time for the benefit of future historians of medicine. 
This is being done. 

There are many general practitioners who have not yet sent reprints 
(two copies) of their published papers to the library. ‘The reprint collection 
is likely to prove increasingly useful, and members who have not done so are 
urged to send their work. 

The librarians are also glad to receive documents throwing light on the 
history of medicine in family practice. Biographies of general practitioners, 
autographs, portraits, photographs, old case-notes, legal documents, instru- 
ments and other museum objects are all likely to be of interest. 
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Dr Peter Thomas, of Llantwit Major, Glamorgan, has started to sort, 
classify and catalogue the now considerable collection of medical instruments 
and other objects of historical interest which form the nucleus of a future 
college museum. 


Library Service to Members and Associates 

Apart from the photo-copying service already described, the librarians 
undertake to supply bibliographies on medical subjects, to advise 0.1 medical 
books and on the use of regional libraries. A list of textbooks especially 
suitable for the use of general practitioners is available. A list of books on 
psychiatry which have proved valuable to a group of 25 general practitioners 
particularly interested in the subject has been prepared following last year’s 
conference at the Lady Chichester Hospital, Hove; this also is available. 

Members and associates are urged to visit the library when they are in 
London, to use it and to make suggestions. It is regretted that permission 
cannot yet be given for books and journals to be taken from the college 
headquarters. 

The Library Committee 


Chairman: L. W. Batten. Hon. Secretary: J. P. Horder (Hon. Librarian to,the 
College). Hon. Asst. Secretary: M. J. Linnett (Hon. Asst. Librarian). 


Members: H. N. Levitt, R. M. S. McConaghey, O. Plowright, G. Swift. 
Ex Officio: The President of the College and Officers of Council. 


Librarian: Mrs Rosemary Rabé. 


XI.—THE PUBLICATIONS COMMITTEE 


The Journal of the College of General Practitioners has outgrown ‘its 
previous construction and is now improved in appearance and scope, by 
being stitched instead of stapled. Advertisements have continued to appear 
in increasing numbers, which aids the journal’s finances. The editor, Dr 
R. M. S. McConaghey, has found it necessary to ask for whole-time 
secretarial help, and Council approved the appointment of Miss I. Scawn 
as business manager for the journal office at Dartmouth. 


The editor is receiving an increasing amount of material from abroad. 
The services of professional translators are expensive and he would therefore 
be glad to hear of members willing to act as honorary translators and 
abstractors of German, French, Italian, Spanish, Hebrew, etc. 

The Postgraduate Education Committee of Council is designing a series 
of cards for use in practice and the first two of these have been circulated 
as inserts in the journal. The obstetric card, which was the first insert of 
this nature, has met with widespread approval and is being bought in large 
numbers. 

A pamphlet on the aims and activities of the College, for the information 
of intending members, associates and benefactors, has been prepared. 
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The editor is again most grateful to the honorary assistant editor (Dr 
J. F. Burdon) for his prompt help and advice at all times, to the editorial 
board for its advice on many problems, to all those who have acted as readers 
and in particular to Drs G. M. Holliday and G. H. Smerdon. The success 
of a journal depends on the quality of the material submitted by authors, 
and members and associates are congratulated on the high standard of their 
work. 


The Publications Committee of Council 
Chairman: R. M. S. McConaghey. Vice-Chairman: K. M. Foster. Hon. Secretary: 
J. F. Burdon. 
Members: R. J. F. H. Pinsent, W. L. Selkirk, G. Swift, W. G. Tait, G. I. Watson. 
Co-opted: D. G. French. ' 
Ex Officio: The President of the College and the Officers of Council. 


XII.—THE ETHICAL COMMITTEE 


Formerly a sub-committee of the Finance and General Purposes Com- 
mittee of Council, the Ethical Committee of the Seventh College Council 
has continued ‘to advise and assist Council on all ethical matters connected 
with College activities’. An ethical code, relating particularly to all offers 
of gifts or financial assistance made on behalf of the College to individuals, 
faculty boards, committees of Council or to officers of Council, was drawn 
up and circulated to faculty boards at home and overseas for their in- 
formation and use. 

Two of the principal recommendations accepted by Council were: (1) In 
future the name of a commercial firm (whether pharmaceutical or otherwise) 
should not be attached to any new award, prize, lecture, scholarship or 
research programme accepted by the College; but there was no objection, 
in principle, to linking the name of any doctor, distinguished non-medical 
man or woman, or benefactor of the College, with the title of an award, 
provided that prior approval of Council was obtained. (2) The normal form 
of acknowledgement, apart from an immediate letter, should be a statement 
of appreciation in the Annual Report, and only in exceptional circumstances 
should any other form of acknowledgement be authorized by Council. 


Council has also accepted the committee’s advice about the need for 
prior consultation with Council or its officers before gifts or other assistance 
may be accepted on behalf of the College, including the holding of College 
symposia, and other matters concerning the good name of the College. 


The Ethical Committee of Council 
Chairman: G. 1. Watson. Hon. Secretary: J. M. Henderson. 
Members: R. M. S. McConaghey, O. Plowright, R. Scott, G. Swift. 
Ex Officio: The President of the College and the Officers of Council. 
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when winter winds bring head colds 


Tyzanol 


> Lasting relief in all forms 
of nasal congestion 
b> Does not sting or burn 
> No rebound congestion or 
rhinorrhoea 
p> Prolonged usage does not 


reduce effectiveness 
You can safely prescribe 


Tyzanol' 


brand of tetrahydrozoline 


TYZANOL NASAL SPRAY nasal decongestant 
Supplied in plastic spray packs 
containing 15 mi. of 0.1°,, aqueous solution 


Also available as Tyzano/ Nasal Solution and 
for children as Tyzanol Paediatric Nasal Drops marketed in the United Kingdom by 


HARVEY PHARMACEUTICABS 
*Trade Mark a department of Pfizer Ltd., Sandwich, Kent., ** HM37/3958 
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Working for the Nation's Children No. 50 


The Education Authority 
and the N.S.P.C.C. 


An Inspector of the N.S.P.C.C. recently said 
that the local Authority and the Society were 
often mutually helpful to each other. “ Take 
for instance,” he went on to say, “a case 
they recently brought to my notice. It 
concerned four young children aged from 7 
years to 12 months. Their father and mother 
ran a coffee bar which was in a basement. 
The eldest child was frequently absent from 
school and the Education Authority found 
that he and his brothers and sisters were 
regularly taken to the coffee bar, where they 
stayed for the whole of the day and for a 
part of the night. They passed the case to me. 
To say the least the coffee bar was a noisy, 
stuffy place and not at all suitable for chil- 
dren. I had a word with the parents, who 
were very reasonable, saw the Society's 
point of view, and at once agreed to leave 
their children at home in the care of a house- 
keeper whom they have employed. The 
eldest child now goes to school regularly.” 
Cases like this 
the N.S.P.C.C. 
the Society: for the scope of the Society’s 
work is very much wider than cases of 
cruelty or gross neglect. If the Society can 
do anything at ay time to help children 
whose welfare, happiness or future is in 
jeopardy, it will do so. This vital humani- 
tarian work depends on your subscriptions 
and support. Please send your contributions 
to: 
The Director 


N-S°P-C-C 


LEICESTER SQUARE, LONDON, W.C.2 
The N.S.P.C.C. helped over 
100,000 children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C 
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VASOGEN 
Silicane 


A reliable adjunct 
‘in treating bedsores and 





- induced skin irritations 


an actual case on the files of | 
are dealt with frequently by | 


Vasogen Silicone is an oil in water 
emulsion cream containing 20% 
Polydimethyl-siloxane. It is indi- 
cated in all cases of bedsores and 
skin irritations induced or aggra- 
vated by contact with aqueous 
liquids, body fluids, exudations 
and equivalent conditions. 


A clinical trial supply will gladly 
be forwarded on request to 


LACTAGOL LTD. (ou. 1°» 
51 CLAPHAM ROAD, LONDON, S.W.9 


Member of the Sanitas Group 
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XIII.—THE SCOTTISH COUNCIL 
Chairman: Lowell Lament (Edinburgh)* 
Vice-Chairman: J. A. Shearer (Bucksburn)* 
Hon. Secretary and Treasurer: Richard Seott (Edinbugh),* Livingstone House, 
39 Cowgate, Edinburgh 1 (CAL 4288) 
J. R. Anderson (Fortrose) G. H. Clement (Inverness)* 
C. M. Fleming (Glasgow) W. W. Fulton (Glasgow) 
W. S. Gardner (Glasgow)* I. D. Grant (Glasgow)* 
J. M. Henderson (Pitlochry)* E. V. Kuenssberg (Edinburgh) 
T. S. MacDonald (Ayr) D. W. D. MacLaren (Scourie) 
J. E. Margaret Munro (Edinburgh) D. Myles (Forfar) 
D. Peebles Brown (Kilmacolm) R. A. B. Rorie (Dundee) 
I. M. Scott (Stonehaven) G. Swapp (Aberdeen)* 
*Member of the College Council 


Committees of the Seventh Scottish Council 

The following are the office-bearers of the three major committees of 
the Scottish Council: : 

Undergraduate Education Committee, Chairman and Hon. Secretary: Richard Scott 

Postgraduate Education Committee, Chairman: D. Peebles Brown; Hon. Secretary: 
D. H. McVie 

Research Committee, Chairman: E. V. Kuenssberg; Hon. Secretary: R. D. Martin 

The membership of the College in Scotland has increased during the 
year. There are now 406 members and 144 associates. 

The Scottish Council has met on four occasions and continues to act as 
a co-ordinator of faculty activities, as an interpreter of college policy, and as 
a vehicle for promoting the work of the College in Scotland. 

Among the matters coming before the Scottish Council during the year 
were the following: 

An anonymous gift of five hundred pounds to the Scottish Council has been 
invested and the interest accruing from this sum will be devoted to some college 
project in Scotland. . 

A resolution from the Scottish Council to the Council of the College for the 
purpose of promoting more effective communication between faculties and the 
Council on matters of college policy was adopted and has been put into effect 
during the current session. 

The Scottish Council referred to its Liaison Committee with the General Medical 
Services Committee (Scotland) questions raised by one of the Scottish faculties 
concerning the implication of the Montgomery Report on maternity services in 
Scotland. 

It is also in communication with the Practice Equipment and Premises Com- 
mittee of the College Council with a view to establishing a collection of material 
regarding medical practices which can be consulted at the Scottish Office of the 
College by anyone interested 

During the year the Scottish Council accepted with regret the resignation 
of Dr George Swapp on the grounds of ill health. Dr Swapp had been 
appointed Vice-Chairman of the Scottish Council at the beginning of the 
session. He was a member of the Interim Scottish Council and a member 
of the Scottish Council from its inception. 
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Scottish Council learned with pleasure that Dr I. D. Grant, the second 
President of the College, had been awarded the C.B.E. and offered its 
congratulations also to two members of the Scottish Research Advisory 
Panel—Professor D. M. Dunlop who was awarded a knighthood, and 
Professor Stanley Alstead who received a C.B.E. Dr C. M. Fleming has 
been appointed to the Chair of Medical Administration at Glasgow 
University. 

A dinner attended by past and present members of Scottish Council and 
their wives in honour of Dr Gardner on his retirement from the chairmanship 
of Scottish Council was held in the Senate Hall of the University of 
Edinburgh. 


Undergraduate Education 


Most of the work of the undergraduate education committee, which met 
on one occasion during the year, has been by correspondence. 

There has been a quickening of interest in this sphere of college activity 
during the year. A highly successful conference on General Practice and the 
Undergraduate was held in Glasgow under the auspices of the West of 
Scotland Faculty in October 1959; this conference was well attended by 
medical students, recent graduates, senior members of the teaching staff 
of Glasgow University, and by members of the College who had been 
receiving students in their practices under the student-attachment scheme, 
which has now been in operation in this faculty for five years. A full report of 
this conference has been prepared by the West of Scotland Faculty; copies 
may be obtained from the hon. secretary. 

Plans are being prepared for a Scottish Conference on Undergraduate 
Education, which will be limited to members of the College. 

The Faculty of Medicine of the University of Aberdeen has during 
the year consulted the Undergraduate Education Committee of the North- 
east Scotland Faculty, which has prepared a memorandum and submitted 
oral evidence to a Committee of the University Faculty, which has revised 
its undergraduate curriculum. At Edinburgh University the course of 
instruction in general practice has now become a compulsory feature of the 
undergraduate curriculum for all students; and eight family doctors prac- 
tising in the city, all of whom are members of the College, are collaborating 
with the University General Practice Teaching Unit in the provision of 
practical instruction for medical students. 


Postgraduate Education 


All four universities in Scotland sponsor official courses, and the high 
demand for these courses continues. The postgraduate committees of all 
five faewlty boards in Scotland have been taking stock of their courses 
in order that improvements in their content may be made. Scottish Council 
is very appreciative of the work that the postgraduate committees under- 
take in the planning of whole-day, half-day and extended courses and 
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in arousing the interest of local practitioners. Exchange of information 
between the five Scottish faculties and the Scottish Council regarding 
planning of courses and methods of publicity continues to help all concerned. 

The Sunday morning courses in the North of Scotland Faculty are 
attended by members coming from long distances. 

The South-east Scotland Faculty arranged this year for the Pfizer Post- 
graduate Lecture to be delivered in West Fife for the benefit of general 
practitioners working in this area of the faculty, which is geographically 
isolated. Lord Taylor delivered this lecture to a gratifyingly large and 
enthusiastic audience in the ancient Court Room of the City Chambers in 
Dunfermline. A reception was given by the Provost of this Royal burgh. 


Research 


The Research Committee of Scottish Council found itself preoccupied 
with the duty of encouraging faculty research committees in their various 
projects, of discussing and advising on the college facilities available for 
research and of planning a two-day symposium on the various aspects of 
general practitioner research in St. Andrews on 1st and 2nd October. 

The principles involved in general practice research, therapeutic trials 
and group research were among the subjects deliberated by the committee. 
The committee supplied speakers on matters concerning family doctors’ 


research at faculty meetings and at the Third International Congress of 
Medical Record Officers, held in Edinburgh. 


XIV.—THE NEW ZEALAND COUNCIL 


Chairman: T. D. C. Childs (Auckland) 
Vice-Chairman: H. E. M. Williams (Otago) 
Hon. Secretary and Treasurer: D. C. Campbell, 13 Maugakiekie Avenue, 
Auckland, 5.E.4 
Members: A. M. Aitken (Director, Medical Recording Service), R. E. Ballantyne 
(Otago), L. H. Cordery (Canterbury), P. D. Delany (Wellington), E. J. 


Marshall (Director of Research), C. L. E. L. Sheppard (Canterbury), A. A. 
Tennent (Wellington) 


Membership 


On 30th June 1960 the membership of the College in New Zealand was as 
follows: 
Faculty Members Associates Total 
Auckland ; 51 16 67 
Wellington . 47 17 64 
Canterbury 4 38 12 50 
Otago. . 24 13 37 


160 ; 218 


This represents a gain of 42 members and associates for the year. 
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Activities 

Council met on two occasions, in September at Wellington and in March 
at Nelson. 

At the request of the British Medical Association, Council gave its 
views to two Government investigating committees, one on Child Health 
and the other on Supply and Distribution of Medical Practitioners. 

Dr E. J. Marshall served throughout the year as representative on the 
Governmenta! Influenza Advisory Committee. 

The inoculation record card developed by the Auckland Faculty was taken 
over by Council and distributed to all four faculties. 

A Medical Recording Service, along the lines of the British one, was 
initiated by the Otago Faculty and was taken over by New Zealand Council 
in September. Dr A. M. Aitken, of Oamaru, was appointed director of this 
service and also a member of Council. With the generous financial aid of 
several pharmaceutical firms, recordings are being made and arrangements 
fer their distribution are well in hand. 

With criteria for continuing membership in mind, Council has prepared 
and supplied to faculties supplies of a form of affidavit. It is intended that 
this document should be completed annually by all members, giving details 
of how they have honoured their undertakings to the College. 

Preparations are well advanced fer a Congress of the New Zealand 
Faculties to be held in conjunction with the 129th Annual Meeting of the 
British Medical Association in February 1961 in Auckland. The College 
programme will largely coincide with the Section of General Practice of the 
B.M.A. meeting, most of which has been organized by Dr T. D. C. Childs, 
New Zealand Council's representative on the conference committee. 

Dr J. H. Hunt, of London, will be the official representative of the parent 
College, and has been appointed President of the Section of General Practice. 
Official visitors from Australia and the United States have also been arranged 
by Council. 


Grants and Prizes 


The Pfizer postgraduate grant of £30 per annum for each faculty is again 
gratefully acknowledged. 

The Public Welfare Foundation Essay Competition for 1959 was won by 
Dr I. E. Lonie, formerly a student in the Canterbury Faculty area. The 
subject was An Essay on a Patient seen during the Student Week. The {£40 
prize was donated on this occasion by New Zealand Council, but through 
the good offices of Dr Richard Scott a grant of the same amount for the 
current year’s competition has been promised by the College Council. 

Four most generous donations to the Medical Recording Service have 
been received: Smith, Kline and French Laboratories, £125; William R. 
Warner Ltd, £180; Roche Products Ltd, £200; and from John Wyeth and 
Brother Ltd, £100. The initiation and future development of the Recording 
Service has been made possible by this financial support. 
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Hoze do : 
Vitter LlAT FOOT? 


.. do you prescribe an external wedge on the shoes? 
BUT the wedges soon wear away; and very 
often the child is made to feel conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge 
built-in between the inner and outer sole— 
invisible, and completely unaffected by wear 
or repair of the shoe. That is how Start-rite 
INNERAZE shoes are made; why they are the 
only practical solution to this problem. 
Information from Mr. W. J. Peake, James 
Southall & Co. Ltd., Crome Road, Norwich. 


(who make the finest children’s shoes of all types) 
inmeraze Shoes are supplied against medical prescription 





THE 
NUFFIELD 
FOUNDATION 


Medical Fellowships 


As part ofits one che advance: 
mene of health, the Woffield Foundation is 
prepared to award a number of fellow- 
ships to oven and worten of the United 
Kingdom Highly qualified in medicine, 
usually berween ahs ayes of 25 and 35, who 
with to ceain fursber for ceaching and 
canuees appointments in any Granth of 
roedizine, 

Applications for awards in 1961, whith 
muse first Be endorsed by the executive 
authority Of a university medical schost in 
the United Kingdom, must be os ty . 

nm noe later than {st 
eames, io ebruary, pes Te eee op 90 

The conditions of these fellowships and : 
the application em are, chains fram 9.41.8, Price 2/-. 
the Girector, The Nuffield Foundation, 

Nuffield Lodge, Regent's Park, Londan, Aso in gei form. 


NWA 
L. FARRER-BROWN, CBE. 
Director of te Nuffield Foundation, Atuphos is a trade mark 
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_AMPHETONE 


REGISTERED TRADE NAME 








A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient’s appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with Glycerophosphates and 
members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well- 
being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent, 
FORMULA D ph ine Sulphate B.P.C., 1/12 grain: 
Sctrychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 
2 grains; Aneurine Hydrochloride B.P., 1/30 grain: Nicotin- 
amide B.P, 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 
Blackcurrant P.8.C., 2 fluid drms.: Water, to |/2 fliud ounce. 


| POISON | ve 
Available in bottles containizig (0, 20, 40, 80 fhiid ounces. 
Basic N.S. Price 5/-, 9/-, 16/-, 2B/6 each. Exempt from tax. 
in association with j. C. Arnfield & Sons Ltd. 


JAMES WOOLLEY, SONS & CO. LTD., victoria eRiDGE, MANCHESTER’ 
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| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
contra-indicated. You are invited to write for 

your copy now. 





The case against “natural”’ methods 


Unreliable and harmful methods of contraception, such as 
“eoitus interruptus ”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
anew kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossamer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 304, HALL LANE, LONDON, E.4 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tat EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., P.R.C.P., D.P.H., D.P.M. 


This Registered Hospita)is situated in 1g0 acres of park and 
female, who sre suffering incipient mental disorders or 
trouble, are received for b i . b ne a ng 
tions. Private rooms with special nurses, male or female, i in the hospital or in one of the numerous villas in the 


grounds of the various branches, can be provided. 


WANTAGE HOUSE 


"This is a Reception Hospitalin detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of mental and 
nervous disorders by the most modern methods: insulin treatment is available for suitable cases. It also 
contains laboratories for biochemical, bacteriological and pathological research. Psychotherapeutic treatment 


is employed when indicated. 


~ 


MOULTON PARK 


‘Two miles from the Main Hospital there are several villas situated in a park and farm of 600 acres. Milk, 
meat, fruit and vegetables are supplied to the hospital from the farm, gardens and orchayds of Moulton Park. 
Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves 
ip farming, gardening and fruit growing. 


BRYN-Y¥Y-NEUADD HALL 


The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, 
atnidst the finest scenery in North Wales. On the north-west side of the estate a mile of sea coast forms the 
Patients may visit this branch for a short seaside change or for longer periods. ‘The hospital has 

its own private bathing house on the seashore. There is trout fishing in the park. 


For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354 North- 
ampton), who can be seen in London by appointment. 





OINTMENT 2 o0z., 18 oz. (once or twice daily) 
CAPSULES 20, 90, 500 (one daily on rising) 
LIQUID 2 dram (for infants. Three to six drops 


daily) 
Standardised 


ESSENTIAL FATTY 
ACIDS 


of high purity and 
Biological Activity 


for 
ECZEMAS FURUNCULOSIS 
VARICOSE ULCERS AND 
DERMATITIS 
WOUND AND FISSURE HEALING 
Often Helpful in PSORIASIS 


Recent statements in connection with blood-cholesterol 
inhibition by essential fatty acids, support our earlier claims 
that dietetic deficiency of the e.f.a. underlies many skin 
conditions. This fact provides a reason for the already 
“ag nobap om dy *P99" in a high proportion of cases. It 

been shown beyond doubt that the in ity of the skin 
depends upon the presence of the essential fatty acids. Both 
capsules and ointment should be used. Literature on request. 


INTERNATIONAL LABORATORIES LTD., Dept P.R.2, 205 HOOK ROAD, CHESSINGTON, SURREY 
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RYBAR experience tells! The R 
frequently prescribed. Continuous research cannot improve the original 
formula. Rybarvin remains the most reliable and effective treatment. 
RYBARVIN INHALANT brings instant relief from bronchial spasm. 
Attacks are shortened and their frequency reduced. It is equally 
suitable for children. Non-irritant—free from excess acid— 
non-habit-forming. 








RYBAR INHALER RYBARVIN FORMULA 

has been specially de- Pituitary Extract. Posterior 

signed for aerosol Lobe 0:20% wiv 

therapy. Methylatropine Nitrate o- O1% wiv 

t i Papaverine Hydrochloride . 008% wiv 

aot ee = Adrenaline . 040% wiv 
rescribed on Echy! Para-aminobenzoate ov 020% wiv 

RUH.S. Form E.C.10 


Samples and details of trial 
outfits forwarded on request. 

LABORATORI TD. 
; EORIES t TANKERTON - KENT 


The Medical Service of 
Ulcer pain ? The Royal Navy 
Vacancies for Medical Officers 


Candidates are invited, for Short Service 
Commissions of 3 years, on termination 
of which a gratuity of £690 (tax free) is 


payable. Ample opportunity is granted for 
transfer to Permanent Commissions on 
completion of one year’s total service. 
Officers so transferred are paid instead a 
grant of £1,500 (taxable). 














All entrants are required to be British 
subjects whose parents are British sub- 
jects, medically qualified, physically fit 

and to pass an interview. 

Agreeabie basic therapy by 
pg eee wleera- Full particulars from: 

not cause 
alkalosis, maintains vitamin THE ADMIRALTY 
and phosphorus absorption. MEDICAL DEPARTMENT 
—_m, QUEEN ANNE'S MANSIONS 
Aluphos is a trade mark ST. JAMES’S PARK - LONDON, S.W.I 
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CELBENIN 


Sg TRADE MARK BRL eager 


Sodium 6—(2,6—dimethoxybenzamido) 


penicillanate monohydrate | 4 


€ © A new penicillin has been prepared which is active 


against the usual penicillin-sensitive microorgan- 
isms and yet resists staphylococcal penicillinase. This is a 
major event in chemotherapy. From the information given in 
the British Medical Journal last week and in the three papers 
appearing in our present issue there is good reason to hope 
that the new BRL 1241 (‘Celbenin’, Beecham Research Lab- 
oratories) will be a means of controlling the staphylococcal 
infections which have plagued hospitals through- @ % 
out the world during the past ten years. 


EDITORIAL (1960) LANCET, ii, 585 


Seven papers reporting work on Celbenin appeared in 
the British Medical Journal of September 3rd, 1960, on 
pages 687, 690, 694, 700, 708, 706 and 708; three in the 
Lancet of September 10th, 1960, on pages 564, 568 and 569 


4 
CELBENIN is a product of British Research at rt 


BEECHAM RESEARCH Laboratories Ltd. Brentford, England ¢8 
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Not only may Tampax be readily inserted without orificial 
stress or irksome effort (by virtue of its compression, and its 
%| individual one-time applicator) . . . but removal may be 
Pleass note also— =| effected daintily, with complete assurance of freedom from 
How easy it is for your =| any necessity for “probing”. 
patients to insert. = Only Tampax (of all menstrual tampons) gives your patient 
the confidence engendered by the knowledge that central 
stitching completely precludes any possibility of disintegra- 
"| tion in situ. Moreover, the moisture-proof cord (by which the 
How gentle its contact with © tampon may be so gently withdrawn) is actually an insepar- 
the vaginal epithelium. able extension of that stitching. 
How positive its wick action To the patient, these features (incorporated in Tampax in 
in absorbing the flux. =| its original design by a doctor) are as important as is the 
How well it is adapted to i superior absorbency of its surgical cotton . . « its positive 
bi ia wick action” that prevents any blocking of the flow . . . and 
individual needs. 1 its comfort and convenience in use. 
To the Medical Profession, these important details testify 
to its hygienic superiority for internal menstrual protection. 


How flat Tampax expands 
to fit the vaginal canal. 


Professional samples and literature will gladly be supplied by 
Medical Department, Tampax Limited, Havant, Hants. 


Tampax provides better physical management of menstrual hygiene 
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SOUND BASIC THERAPY ) for balan ced 


This new and unicjue combination 

of reserpine and bendrofluazide 

provides a smooth and sustained 4 . i 

hypotensive effect. In severe cases, : | t h a 
Abicol Tablets also potentiate the « ° nt ro | n 

eflects of ganglion-blocking agents, ’ aa 

enabling lower doses to be used. 


GREATER SAFETY , . ypertensive 


Bendrofiuazide augments the action 
of reserpine, permitting effective 


: . . ia e 
———a- ~ patient 


Each tablet contains 0-15 mg. of 
reserpine and 2-5 mg. of bendro- 
fluazide. 

Available in packs of 100 and 500 
tablets. 

The basic N.H.S. price of 25 tablets 
is 3/24 (ex. 500 pack). 


BOOTS PURE DRUG CO. LTD. 
STATION ST., NOTTINGHAM 
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(calm a 


with Tedral 


for 
asthmatics 


chronic 
bronchitics 


asthmatic 
children 


TEDRAL (piain) 
for daytime use — 
1 tablet every four hours. 


TEDRAL (enteric-coated) 

1 enteric-coated tablet and 

1 plain tablet on retiring ensure 
night-long protection against attacks. 


TEDRAL Suspension 
pleasant tasting, and particularly 
suitable for children. 


Each tabict has three 
active constituents. 

1. to reduce congestion — 
ephedrine hydrochloride (igr.) 
2. to relieve constriction — 
theophylline (2gr.) 

3. to counteract central stimulation — 
phenobarbitone (igr.) 
Suspension 

Each teaspoonful (5m!.) contains 
the equivalent of 4 Tedral tablet. 


WILLIAM F. WARNER & CO LTD 
EASTLEIGH HAMPSHIRE 
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Solprin - Codis - Cafdis 


Coniain neutral stable soluble aspirin 


Dissolve 
In Water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


copis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.HLS. basic prices for 500 tablets in foil, 
which ensures protection from moisture: 


SOLPRIN 12/6 CopIs25/-  carFpts 16/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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OSTEOARTHRITIS OF THE KNEE 


HELPING THE RHEUMATIC 
PATIENT TO HELP 
HIMSELF— AND YOU 


In an ageing population, osteoarthritis confronts the 


geveval practitioner more.and more commonly. Joimt- 
stabilising quadriceps exercises are,the key to treat» 
ment, bat to be. sirccessful the patient must fully 
, wriderstand them.and must carry them out regularly. 
In a busy genéral practice, there is often too little 
time forthe necessary explanation and instruction. 
With advice from « consultant in physical medicine, 
the makers of Algesul Salicylate Cream have prepared 
a leaflet, {illustrated here) whith explains the condi- 
tion and its home treatment in simple language. 

It describes the exercises with pictures and shows how 
pain and spasm may be relieved by massage with 
Algesal. This leaflet gives the patient confidence in his 
ability to co-operate fully in bis own treatment. 
Other Leaflets in this series deal with lombo- 
sacral strain, frozen shoulder and painful foot strain. 
'Fhey can be had, on request, together with samples 
of Algesal, from E.G... Laboratories, 


Alyesal 


10% diethylantine salicylate in a eoothing vanishing cream 


NON-IRRITANT, SKIN-PENEPRATING SAMCYLATS 
FOR THE REEF OF RHEUMANC PAIN BY (NUNOHOR 


Alsesal is not a counter-irritant or a robefacient; it isa 
means of putting salicylate through the skin, at the 
site of rheumatic pain, Phe active ingredient is carsied 
in a soothing, non-staining, white vanishing cream, 
with a mild, pleasant smell of lavender. 
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tism, ostesarthritis, tenosynovitis, 
tumbo-sacral atrain and local 
tissue pain after injury or 
exercise. 

Algesal is on Form 
EB.C.10., basic NBS, price 2/84 
per tube inc. P.T. 


€.G.H. LABORATORIES - PERU STREET - SALFORD 3 - LANCS 
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Abbott Laboratories Ltd. 
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A 141 and Outside Back Cover 
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@ MEUTRAPHYLLINE 


Dihydroxypropyl-7- -theophylline 
a new theophylline derivative 
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etna in the form of a bitter crystalline powder, very 
abhatle in water. Its aqueous solutions are neutre! in 
355 eféaction. It is completely stable, well tolerated and five 


AS u times less toxic than aminophylline. 


Bt? 


d.aThe flinical advantages of NEUTRAPHYLLINE in -tie 
a Loar of angina pectoris, myocardial infarct, coro- 
_— cardiac dyspnoea, hepatic colic and asthma 

2% 0° £8. are :— 
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yee (a). Iniratauscular injections are painless; 
ied £20). “Intravenous injections are perfectly wel! tolerated ; 
a 218)2. ‘Effective oral or rectal administration is possible 
ee * Seg undesirable side effects. 
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is available in tablet, ampoule and 
eitery forms and also in tablet and suppository 
in association with Phenobarbital. 
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NEUTRAPHYLLINE 


Dihyrdroxypropyl!-T-theophylline 
a new theophylline derivative 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyliines, but none of their disadvantages. 
It occurs in the form ofa bitter crystalline powder, very 
soluble in water. Its aqueous solutions are neutral in 
reaction. It is cormpletely stable, well tolerated and five 
times less toxic than aminophyHine. 
The clinical advantages of NEUTRAPHYLLINE in the 
treatment of angina pectoris, myocardial infarct, coro- 
nary disease, cardiac dyspnoea, hepatic colicand asthma 
are :— 


(a) Intramuscular injections are painless; 
(6) Intravenous injections are perfectly well (olerated ; 


(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


101i GREAT RUSSELL STREET, LONDON, W.C.i 


Telephone: MUSeum 2042-3 and 0626 Telegrams: “TAXOLABS,” Phone, London 
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to cold 
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The combination of 

*a proven orally effective sympatiho- 
mimetic amine, PHENYLEPHRINE 
HYDROCHLORIDE 

*one of the most potent and best 
tolérated antihistamines, CHLOR- 
PHENIRAMINE MALEATE 

*the time-tested antipyretic, 
analgesic combination of ASPEN, 
PHENACETIN AND CAFFERVE 


* promptly relieves nasal congestion 
without the need for supplementary 
topical therapy 

*no rebound congestion; no mucosal 


* relieves lacrimation; alleviates 
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